MISSISSIPPI

CHILDHOOD LEAD POISONING
PREVENTION
PROGRAM

LEAD POISONING ELIMINATION PLAN

August 23, 2007



BACKGROUND ...ttt st 11+ttt a s e e e e et e e bbb e e e e e aeaeeaeeeeebbaneeeeeeeesnsnnns 1
THE STRATEGIC PLANNING PROCESS. ........ouiiii ettt e 2
RESPONSIBILITIES ..ottt ee ettt e e ettt s e s e nea e e e e e e ee e bbb e e e e e e eeeanes 4
ELIMINATION PLAN NARRATIVE. ...ttt e e 7
SUIVEIIIANCE AN ANAIYSIS. . .uuuuitiiiiiriiiiiiiiiietireer s aaaansesssssessessssssesrnnnes 7
Primary Prevention Through Health EQUCAtION. ..eueeeiiiiiiiiieiie s 12
Primary Prevention Through RiSk RedUCHION. ... 17
CaSE MANAGEIMENL. ... .ciiiiiiiiiiiie ettt eemmmmmr e e e e et tae e e e e e e et e atab e e e e e aeeeaneeessasa e e eeeeeeennens 21
PLAN IMPLEMENTATION ..ottt ettt ettt e et s s e e et s e e e e mane s e e e eennaaeees 26
EVALUATION STRATEGY ..ottt e e ee e s e e e e e e eeee 26
ELIMINATION PLAN ACTIVITIES. ...ttt e e e 28
Surveillance and ANAlYSIS ACHVITIES ........uueeeeeieiiie i 29
Primary Prevention Through Health Education ACEREL.................ooooriiiiiiiii e 34
Primary Prevention Through Risk Reduction ACtINSLE..............covvviiiiiiiiiiiiiiiiiienes o 38
Case Management ACHVILIES ...........oiiio ettt teeeeeteeteeteebeeeesbeeebsabeebbmeeneeseeeeeeeeeeeeeeees 41
REFERENGCES ...ttt e e e ettt e e se s e e e e e e e e eae bbb e e e e e e eeeaneas 44
APPENDIX A: Lead Advisory Committee MEMDEIS ... eeeiiieieiiieiiieeieie e 45
APPENDIX B: Communities with more than 5,000 indivals ..............cccccceeeiiiiiiiiiiiiees o 47
APPENDIX C: Responsibilities for providing SEIVICES ...........uueuvrvrermeririeirieiiineeiriereneeeeee 48
APPENDIX D: Criteria for chart auditS DY EPSDT ..ceeiiiiiiiiiiieei s 52
APPENDIX E: Outcomes, indicators, and data SOUICES..........cocuvvririiieeeeereiiiiinieeee e 53



ACRONYMS

BLL Blood Lead Level

CDC U.S. Centers for Disease Control and Prevention

DOM Office of the Governor, Division of Medicaid

EBLL Elevated Blood Lead Level, defined in Mississippithe CDC level of

concern, or a blood lead level of greater thaequral to 10 micrograms per
deciliter (pg/dL)

EPSDT Early Periodic Screening, Diagnosis, and Treatmen
GIS Geographic Information Systems

HUD U.S. Department of Housing and Urban Development
MAFP Mississippi Academy of Family Physicians

MDEQ Mississippi Department of Environmental Quality
MSDH Mississippi State Department of Health

MPCC Mississippi Poison Control Center

MSAAP Mississippi Chapter of American Academy of Pedtatr

MSACOG  Mississippi Chapter of the American College of @brics and Gynecology
MSCLPPAC Mississippi Childhood Lead Poisoning Preventiorviadry Committee
MSCLPPP  Mississippi Childhood Lead Poisoning PreventioogPam

MSUES Mississippi State University Extension Service

pg/dL micrograms per deciliter
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EXECUTIVE SUMMARY

The Mississippi State Department of Health’s Cloloth Lead Poisoning Prevention Program
(MSCLPPP) was awarded a five-year grant by the W8nters for Disease Control and
Prevention (CDC) in July 2006. The grant came witiandate to develop a strategic plan to
eliminate childhood lead poisoning in the state 2810. The Mississippi Childhood Lead
Poisoning Prevention Advisory Committee (MSCLPPA@jginally formed in 1998, wrote an
early draft “elimination plan” in 2005, before tH@DC grant was awarded. This group of
stakeholders from the public and private sectarluning federal, state, and local government
and non-profit agencies, universities, and comnytingised and faith-based organizations, was
reinvigorated with new members during fiscal ye&lY) 2007. With technical assistance
provided by a CDC-funded team from the National t€erfor Healthy Housing, Healthy
Housing Solutions, and the Alliance for Healthy Hesn the Advisory Committee took
responsibility for creating the new version of ilan.

The Advisory Committee divided its work among fiwéork Groups: Surveillance and Analysis,
Primary Prevention Through Risk Reduction, PrimBrgvention Through Health Education,
Case Management, and Evaluation. Each Work Grouplojged goals and activities to reach the
goals, evaluation measures, and timelines. ThedPhaajor components and their rationales are
summarized below.

Surveillance and Analysis

The Surveillance and Analysis Work Group develogetivities aimed at increasing blood lead
testing among high-risk children and ensuring imprbcollection, dissemination, and utilization
of reliable blood lead data.

While blood lead testing rose steadily between 280@ 2004, it declined slightly in 2005. In
2005, 17% of children under age 72 months statewadeived blood lead tests. Of the 41,648
children tested, 390 had blood lead levels at @valihe CDC level of concern. One hundred
thirty had blood lead levels (BLLs) at or above rhgerograms per deciliter (ug/dL), the level
that triggers individual case management in Migsss Another 260 children had BLLs
between 10 and 14 pg/dL, and require ongoing blead monitoring and prevention education
from health care providers and public health agesci

MSDH’s 2003Mississippi Childhood Lead Poisoning Prevention damcedefined populations

at high-risk for elevated blood lead levels asudeig Medicaid-enrolled or Medicaid-eligible
children, children whose parents answer “yes” ayn't know” to questions on the CDC risk
guestionnaire, pregnant women, and children oversagwith persistent lead elevatiorks 20
pa/dL) requiring Medical management. The Plan dusschange these definitions, but future
efforts will include a formal screening plan thatludes strategies to reach these and other high-
risk groups.

Blood lead tests are a federally-required componéMedicaid preventive health visits, but the
lead testing rate for even these Medicaid-enrotleitbren is low (estimated around 24%), and
the exact number of Medicaid children tested is kimmwn because the children’s Medicaid
status is not always reported. The Plan calls f&QUPPP to conduct outreach and education to



increase participation and blood lead testing ia Medicaid “Cool Kids” Early Periodic
Screening, Diagnosis, and Treatment (EPSDT) progiidm Plan also calls for MSCLPPP to
develop and implement a pilot project in the highésk counties to increase testing of other
high-risk children, using prior testing data anandgraphic information about age of housing
and poverty to convince providers to test moredchit.

While most labs do report all blood lead test rsstd the State Health Department, not all do.
Mississippi does not have a mandatory reporting flawall blood lead levels; only test results
=10 pg/dL must be reported. Inaccurate or incomplata (including Medicaid number, name,
addresses and race) further impedes good sunaslldhe Plan calls for seeking legislation to:
require universal reporting of blood lead test lssulevelop a reporting tool to ensure reporting
of all relevant data; upgrade or replace surveidasoftware to improve data access and ease of
use; increase the frequency of data quality cheskd;produce an annual surveillance report for
health care providers and the public.

Primary Prevention Through Health Education

The Primary Prevention Through Health Education KMBroup developed activities aimed at
educating health care providers, organizationsdbate families of high-risk children, and high-
risk families themselves about the dangers of kradithe need — and, in some cases, the legal
requirements — for blood lead testing of, and prdpkow-up for, high-risk children.

A majority of children younger than 72 months okaa high risk for lead poisoning are not
receiving needed blood lead tests, including apprately three-fourths of Medicaid-enrolled
children. Moreover, after years of steady gaineptllead testing rates have declined over the
past two years as Hurricane Katrina shifted heal$ources away from non-emergency activities
and as a new recertification policy caused subisfadeclines in the number of Medicaid-
enrolled children. The Plan calls for one or moifeygicians from the Mississippi State
Department of Health to develop and present anatumal program to teach physicians, nurse
practitioners, nurses, health department nutrisiishiand social workers about the need (and in
the case of Medicaid-enrolled children, legal regmients) for testing various categories of high-
risk children. Presentations will cover how to itignand test high-risk children, interpret test
results, provide medical follow-up and referrals floose with elevated blood lead levels, and
provide appropriate guidance to parents or guasdidithese children. The Plan calls for making
such training more robust through partnerships wathte medical and health specialty
organizations. The Plan also calls for developnw#ra lead risk profile for each state health
district, along with a state risk questionnaire asttler educational materials and data, for
distribution to health care providers and otheramativate and guide intensified blood lead
testing efforts.

To address the need for greater public awareneskm@owledge about lead poisoning among
people who work with high-risk families, the Plalsacalls for a program to train advisory
committee members and other health department stath as nurses, social workers, and the
Perinatal High-Risk Management staff, as lead pomp prevention educators. These
individuals will be taught how to deliver educatiahrectly to high-risk families and to
community-based and faith-based groups that wortk Wigh-risk families concerning lead
poisoning prevention.



Primary Prevention Through Risk Reduction
The Primary Prevention Through Risk Reduction W@itoup developed activities aimed at
reducing the exposure of children to lead hazasigecially lead-based paint hazards in homes.

Mississippi has approximately 300 incorporatedesitimost of which are very small with
volunteer governments; only a few have housing s@ie enforcement systems. The Plan calls
for outreach to the officials of the 68 cities wpbpulations of 5,000 or greater to encourage
improved enforcement of peeling paint requiremeémthose with such codes. For jurisdictions
where no local peeling paint code provisions exis,Plan calls for efforts to win enactment and
enforcement of the International Property MainteeaGode. The Plan also calls for seeking an
amendment to Mississippi’'s tenant-landlord lawequire lead-safe repair, removal, or covering
of deteriorated lead-based paint.

The Work Group found that rental property ownemnkowners, and building trades people are
largely unaware of accepted safeguards for mainigiand repairing properties with lead paint.
Many lack resources to address such lead paintdgzaven when they are known to exist. The
Plan calls for delivering training in lead-safe waractices to relevant categories of building
contractors and landlords; providing information Realtors about the dangers of lead paint
hazards and how to address this subject effectiwély homebuyers; encouraging landlords to
regularly conduct visual assessments and make slaf@d-repairs in their properties; and
researching and publicizing possible federal aatestources of funds to assist property owners
who want to repair lead paint hazards.

Case Management

Through efforts to increase blood lead testing urtie CDC-funded grant, the number of
children needing case management will likely gravestantially, and more resources will be
needed to provide case management services. The Masagement Work Group developed
activities aimed at ensuring that children with BLgreater than or equal i® pg/dL receive
appropriate medical, educational, nutritional, depmental, and environmental interventions.

MSDH’s 2003Mississippi Childhood Lead Poisoning Prevention damcedocument specified
the range of services that should be provided based child’s blood lead level, but not all
providers follow these protocols. The Plan callg fgpdating the state’s medical and
environmental case management guidance to ensurgstency with CDC guidelines and
informing providers and local health departmentghef update. The State Health Department
will conduct annual reviews and revise these pato reflect changing needs and updated
recommendations from CDC and other organizations.

In the past, private providers and local health adgpents had responsibility for medical
management of the Medicaid-enrolled children thested. Both have struggled with providing
comprehensive case management services consisignCWC guidelines. Children covered
under private medical insurance received leadngstnd follow-up services at the discretion of
their medical care providers. Over time, there haeen shifting expectations about who
provides case management. The Plan includes a daileeating how responsibility for the
various components of case management should bedshimong MSCLPPP, local public health



departments, and the child’s primary care providéis information will be provided to these
responsible parties.

The number of lead case managers and environmesitahssessors dedicated to local health
departments or specific regions of the state issofitcient to assure that CDC guidance for case
management is being followed. The state lacks ahamésm for receiving adequate Medicaid
reimbursement to pay for case management servicddddicaid-enrolled children, who make
up a substantial portion of the state’s elevateddllead caseload. The Plan calls for seeking a
new Medicaid reimbursement rate for up to two honsés for medical case management and
two environmentalist visits in homes of childrertwtonfirmed blood lead levels of 15ug/dL or
greater, beginning in FY 2008.

Evaluation

The Evaluation Work Group has designed a proces®rigoing evaluation using measures
developed for each Plan activity by the other fovork Groups. Evaluation is planned as a
system that can evolve and adapt over time, basegast results and new input from
stakeholders. MSCLPPP will provide technical aasis¢ to Advisory Committee members and
their partners in evaluating activities.

The Evaluation Work Group has provided a web-bds=ah Elimination Activity Report that
partners may use to document their activities ahdrtdgerm outcomes for MSCLPPP.
MSCLPPP, in turn, will compile these reports intoLead Poisoning Prevention Resource
Directory and update it quarterly. The evaluatidspaseeks to provide status updates twice a
year to the Advisory Committee and others carryong Plan activities. The Evaluation Work
Group, the Screening and Surveillance Work Groud #we MSCLPPP Coordinator and
Epidemiologist will meet quarterly to review evdioa needs and results and will compile data
to measure long-term outcomes each year.

Long-term and quarterly evaluation results and meoendations will be collected into Annual
Lead Elimination Plan Evaluation Reports, availabdeall stakeholders and policy makers
through the health department’s web site. Each, ydar advisory committee will review the
annual report to determine what activities showdcbntinued into the following year and what
new activities may need to be added.



BACKGROUND

While Mississippi has already adopted lead testanmgl case management guidelines and
provides a range of lead poisoning preventive sesyichildhood lead poisoning continues to be
a significant public health problem with thousandighildren at risk every year. The Centers for
Disease Control and Prevention (CDC), relying anfthdings of National Health and Nutrition
Examination Surveys (NHANES) from 1999-2002, estemathat over 310,000 children in the
United States ages one to five years have blood llezels higher than 10g/dL (MMWR,
2005). In 2005, 390 children tested in Mississipad blood lead levels at or greater than 10
ug/dL, CDC'’s level of concern. Blood lead levels aqwo or greater than 1Qg/dL are
associated with harmful effects on growth and dgwelent, with children aged two and under at
greatest risk. Extremely high levels (>g@/dL) of blood lead can lead to seizures, coma, and
death, if not diagnosed and treated.

Although paint manufacturers began to phase out ileaesidential paint in the 1950’s, and the
federal government effectively banned lead fromdesstial paint in 1978 and leaded gasoline
shortly thereafter, lead in dust and soil from detated lead-based paint in old housing remains
the primary cause of childhood lead poisoning. Pawanufactured prior to 1950 poses the
highest risk.

According to 2000 Housing Characteristic data ftdr8. Census Bureau, 135,350 homes in
Mississippi were built prior to 1950, with rentezenipied pre-1950 houses estimated at 34,851.
The 2000 U.S. Census data for Mississippi alsaatdd that 19.9% of the population lived in
poverty, compared to a national average of 12.4%ndy in older, deteriorated housing and
lower income status are associated with increaskaf elevated blood lead levels (Pirkle et al.,
1998).

The Mississippi Childhood Lead Poisoning PrevenBoogram (MSCLPPP) is a program of the
Mississippi State Department of Health's (MSDH)i€xfof Health Services. It was developed to
provide case management and follow-up for childseth elevated blood lead levels, provide

education and outreach on childhood lead poisorsngduct environmental investigations of

homes where lead poisoned children live, and peogdidance on lead testing to health care
providers.

In July of 2006, the MSCLPPP was awarded a fiva-ggant by the US Centers for Disease
Control and Prevention (CDC) to:

“... assist state and local partners in building capg to eliminate childhood lead poisoning as
a major public health problem. The focus of thegpamn is children under the age of six years
with special emphasis on children under the agthiife years. Special emphasis will be placed
on building capacity for primary prevention of le@disoning and on implementing protective
housing-based policy that will remain in place bay@010" (CDC-RFA-EH06-602)

As part of the grant, the MSCLPPP is tasked witkietping and implementing a plan to
eliminate lead poisoning by 2010 (the Plan).



THE STRATEGIC PLANNING PROCESS

The State of Mississippi first convened the MidpigisChildhood Lead Poisoning Prevention
Advisory Committee (MSCLPPAC) to address childhdedd poisoning prevention issues in
1998. This committee consisted of stakeholders ftbenpublic and private sector who dealt
with children with elevated blood levels and/or whad interest in the health and safety of
children. Their ongoing effort focused on develgpiand implementing a plan to eliminate
childhood lead poisoning in Mississippi by 2010othgh shared expertise and resources
provided by key stakeholders from federal, stated docal agencies, universities and
community-based and faith-based organizations. ipectivities included: assisting with the
development of a strategic plan; monitoring progtesvards elimination; and reviewing barriers
and progress at least twice a year. In April 20488, MSDH released itslississippi Childhood
Lead Poisoning Prevention Guidanegjich identified target populations and provideddgnce
on screening and management of children with edelvatood lead levels. This document was
widely distributed to health departments, communiyalth centers, health professionals,
housing and environmental protection agenciestlaadeneral public.

With the 2006 CDC grant to Mississippi, the plamnieffort intensified. The MSCLPPAC
expanded its membership and reorganized into #yeWork Groups:

1. Surveillance and Analysis;

2. Case Management;

3. Primary Prevention Through Health Education;

4. Primary Prevention Through Risk Reduction; and

5. Evaluation.

Federal and state agency roles and responsibiviges clarified, as defined below.

Each Work Group established overarching goals aedsnrable objectives for its area, set
yearly targets for activities, and identified thartpers, infrastructure, policies and procedures
that would be needed to achieve the goals. Appehddentifies members of each Work Group.
Collaboration between Work Groups, supported by MSEP staff and technical assistance
provided by a CDC-funded team from the National t€erfor Healthy Housing, Healthy
Housing Solutions, and the Alliance for Healthy Hmnculminated in this Lead Poisoning
Elimination Plan.

This Plan is a living document and will be revievwsed! updated annually.



Key Goals of Mississippi’s Lead Poisoning Eliminati on Plan

Goal 1: By 2010, expand the assessment and surveillance of blood lead levels
in Mississippi at-risk children up to 72 months of age.

Goal 2: Reduce the exposure of children to lead hazards.

Goal 3: Encourage statewide health promotion and education concerning lead
poisoning prevention.

Goal 4: Ensure 100% of MS children with elevated blood lead levels receive

appropriate medical, educational, nutritional, developmental, and lead
hazard control interventions.

Goal 5: Increase staff and funding for lead poisoning prevention and case
management activities.




RESPONSIBILITIES

Mississippi Academy of Family Physicians (MAFP)

MAFP is an organization of family physicians dedichto continually and cost effectively
improving the physical, emotional, social, and ispal health of the people of Mississippi.
MAFP exists to serve the unique needs of its plgysimembers, their patients, and the public at
large. The MSCLPPP works with MAFP to increase fgnphysicians’ knowledge of lead
poisoning and the importance of screening and blteadl testing at CDC-recommended
intervals.

Mississippi Chapter of the American Academy of Peditrics (MSAAP)

MSAAP has been involved with state lead poisonirgyention activities for a number of years

and has continuously had a representative(s) oMBELPPAC. The Chapter has assisted the
MSCLPPAC in researching and assessing potentiasléign to address lead screening in

Mississippi’s children. Education of pediatriciaos lead screening issues and publicizing the
availability of the Mississippi Childhood Lead Paméng Prevention Guidance and State

practices on lead screening and follow-up of leagned children, primarily through Chapter

publications, have been some of its key activitiegecent years. In addition, the Chapter serves
as a liaison between pediatricians all across Bsgspi and the MSCLPPP.

Missisippi Chapter of the American College of Obstiics and Gynecology (MSACOG)

MSACOG works with the MSCLPPP to educate its memiadyout the importance of lead
screening of pregnant women.

Mississippi Childhood Lead Poisoning Prevention Prgram (MSCLPPP)

The MSCLPPP’s role is to provide case managemenwicss for children with blood lead levels
greater than or equal to 10 pg/dL, to provide emmmental investigations for children with a
single venous blood lead level greater than 20 lugfdtwo venous blood lead levels of 15-19
po/dL at least 3 months apart, and to provide widtehealth education and outreach regarding
the dangers of lead poisoning, testing and presenihe MSCLPPP will also work diligently
with partners to make sure the goals, objectived, activities of the Elimination Plan are met
within the timeframes specified.

Mississippi Department of Environmental Quality (MDEQ)

MDEQ assists the MSDH in efforts to eliminate chibdd lead poisoning in Mississippi by:

assisting in the development of the MS Lead Porspritlimination Plan; providing lists of

State-accredited training upon request; assistirm@mmunity outreach initiatives on the hazards
of lead-based paint; informing building and paiohtactors of lead-based paint regulations;
assisting in health fairs to inform the public tethazards of lead-based paint; assisting in
workshops and conferences; providing copies oféhd-based paint regulations and brochures;
and providing financial assistance for MSDH repnégéves to attend lead-based paint



conferences, up to the amount provided for in tiRA Head-Based Paint grant awarded to
MDEQ.

Mississippi Poison Control Center (MPCC)

MPCC at the University of Mississippi Medical Centeas been designated by MSDH as the
Poison Control Center for the entire state of Misgipi. Most cases of acute and chronic lead
poisoning in Mississippi are reported to and madageough MPCC. The lead-related mission

of MPCC includes: assisting the general public #mel healthcare community to assess and
manage poisoning cases with the intention of reduthhe morbidity, mortality and cost of care

in the state of Mississippi; advising physicianstba treatment of lead-poisoned individuals;

educating and informing the general public on hawptevent lead poisoning and how to

recognize and minimize exposure to sources of laad;maintaining a database of information
regarding the nature, causes, management and cegaoinall poisonings reported to the Center
to assist the MSCLPPP in identifying areas of higk.

Mississippi State University Extension Service (MSHS)

MSUES'’s role is to provide childhood lead poisonprgvention education to unlicensed in-

home child care providers through the Nurturing tldsnhnitiative Project. It also disseminates

lead educational materials and other pertinentrinédion to the in-home child care providers

and parents. In addition, MSUES will help train tantors and rental property owners in lead-
safe work practices by organizing a statewide autive video conference session on lead-safe
work practices with host sites in each of the ritblic Health Districts.

Office of the Governor, Division of Medicaid (DOM)

The Mississippi Medicaid Cool Kids (EPSDT) Prograsn Medicaid’s comprehensive and

preventive child health program for individuals enthe age of 21. A mandatory component of
the Cool Kids (EPSDT) Program is to screen childsen months to 72 months for lead

poisoning. Lead testing is required at 12 and 2thw and any other time risk factors are
identified through health care providers’ use of @® risk assessment questionnaire.
Additionally, children between the ages of 36 mgnémd 72 months of age must receive a
screening blood lead test if they have not beeniqusly screened for lead poisoning. The DOM
partners with the MSCLPPP in lead poisoning praeeneéducation and outreach activities. The
MSCLPPP maintains the lead surveillance systencé&se management of children identified
with Elevated Blood Lead Levels.

Federal Partners:

US Centers for Disease Control and Prevention (CDC)

The role of the CDC in relation to Mississippi’sifdhood Lead Elimination Plan is to provide
technical assistance and guidance to the MSCLPPPcdse management, environmental
investigations, lead poisoning policies and legistg and partnering with community-based and
faith-based organizations.



US Department of Housing and Urban Development (HUD

The role of HUD in relation to Mississippi’s Childbd Lead Elimination Plan is to monitor
housing programs and federal funding as they reétatead-based paint. HUD also serves as a
liaison between Mississippi’s public housing auites and the Mississippi Health Department
regarding notifications concerning children witle\edted blood lead levels who live in public
housing.



ELIMINATION PLAN NARRATIVE

This Elimination Plan has two components: a nareatiescription of the key objectives and
activities and a set of tables that include addéladetails about the activities identified under
each goal and objective.

Surveillance and Analysis

Goal 1: By 2010, increase the blood lead testingte and improve the quality of
surveillance data for at-risk children in Mississipi up to 72 months of age.

Overview of Surveillance and Analysis Issues:

The collection and maintenance of reliable blooddlelata is important for the successful
elimination of childhood lead poisoning. Expandeldold lead screening and testing and
effective surveillance of blood lead levels aresasial for effective program planning, as well as
for identifying high-risk populations. Electronieporting of all blood lead test results enhances
surveillance activities. The Surveillance and Asa@ywWork Group has concluded that additional
strategies are still needed to increase data ¢mfeand analysis capacity and to improve data
quality.

Surveillance data housed and maintained by the M3FLare the only data that are currently
used for program planning. According to data cedlddoy the MSCLPPP and analyzed by the
CDC, 17% of Mississippi children under age 72 mentéceived blood lead tests in 2005 (see
Table 1). Of the 41,648 children tested, 390 haddllead levels (BLLs) at or above the CDC
level of concern. Of the latter, 130 had BLLs atatmove 15 pg/dL, the level that triggers
individual case management in Mississippi. Ano®@® children had BLLs between 10 and 14
pa/dL and will require ongoing blood lead monitgriand prevention education from health care
providers and public health agencies. In fiscalry2@05, 175,073 Medicaid-eligible children
were 72 months of age and younger; however, the INPEP has not been able to precisely
determine from existing data how many enrolleddseih were tested and how many of those
screened had elevated blood lead levels.

Table 1 — Mississippi Blood Lead Screening Data*

Number of Confirmed Children By Highest Blood Lead
Level (ng/dL) at or Following Confirmation
Number of  |Percent of o
Population < 72|Children Children | S | e o VA A o
Yearimonths old**  |Tested Tested pg/dL  Jug/dL  Jug/dL  fug/dL  jug/dL  ug/dL
2002246,449 26,258 10.7% 329 113 45 35 1 2
2003246,449 36,882 15.0% 353 104 25 36 2 0
2004246,449 42,389 17.1% 297 79 25 12 3 1
20059246,449 41,648 17.0% 260 73 34 18 3 2

* Data analyzed by the Centers for Disease CoatndlPrevention (CDC).
** Based on 2000 US Census data.



Mississippi does require mandatory reporting of lalbod lead levels. Limitations in the
surveillance data impair the State’s ability togetrhigh-risk groups for prevention activities.
MSCLPPP’s currently available surveillance datandb readily lend themselves to analyses by
demographic or ethnic group.

MSCLPPP’s 2003 prevention guidance has defined-hgghgroups based on the Centers for
Disease Control and Prevention (CDC) guidelines as:
> Children whose parents answer “yes” or “don’t knotw” questions on the CDC risk
guestionnaire;
» Medicaid recipients or Medicaid eligible children;
» Pregnant women; and
> Children over age six with persistent lead eleveti@ 20 pg/dL) that require medical
management.

MSCLPPP’s past and future lead poisoning prevergitorts are designed to address the needs
of these target populations, as well as to imptbeadentification and services to other high-risk
groups, such as refugees. In addition, effortsgamuidentifying high-risk areas.

In 2007, 16 counties (Map 1) were identified ashhigk counties based on a combination of the
following factors:

« Proportion of pre-1950 housing units;

« Proportion of children in poverty;

« Number of children less than six years of age;

« Lead screening rate;

« Total confirmed elevated blood lead level cazé$ pg/dL; and

« Number of addresses where multiple children hawkdaafirmed EBLLS within the past

five years.

The Plan’s objectives address targeted screenifgimrisk areas and populations, improving
data quality and accessibility, and disseminatiaigd

Objective 1. Increase the blood lead screening rat statewide, especially in high-risk
populations, by a minimum of 10% annually.

Blood lead testing is a required screening compboérhe Medicaid “Cool Kids” (EPSDT)
preventive health visit, but the lead testing rataong Medicaid eligible children is low.
Approximately 175,073 Medicaid-eligible children mi@er2 months of age and younger in fiscal
year 2005 (July 1, 2004—June 30, 2005), but the M3 has not been able to precisely
determine from existing data how many enrolleddieih were tested and how many of those
screened had elevated blood lead levels.

Activity 1: Conduct education and outreach actaestdesigned to increase the knowledge of lead

testing policies and priorities possessed by tlaéfstof private health care clinics, community
health centers, Health Department clinics, and stlotinics.



Recognizing that utilization of the Medicaid “Cdeids” (EPSDT) preventive health benefits is
low in Mississippi, MSCLPPP will conduct outreachdaeducation efforts targeted towards
increasing participation in the Medicaid “Cool KidSPSDT program statewide in an effort to
increase lead testing. Additional efforts to supplois activity are contained in the Plan’s section
on Primary Prevention Through Health Education.

Activity 2:By 2008jmplement a targeted screening pilot project injoostion with healthcare
providers.

Blood lead testing of children not eligible for Meaid is limited. One factor may be the medical
providers’ underestimation of the risks of lead sooing in the populations served by their
practices. As a first step towards building a baitederstanding of blood lead levels in high-risk
groups and collaborating with medical providersysegy these populations, MSCLPPP plans to
develop and implement a targeted screening pilojept to increase lead screening among
children less than 72 months of age. More spesifiategies will be developed as the State
screening plan is written. Foreign adoptees, refagand recent immigrants are not specifically
targeted for screening, but the MSCLPPP plans ¢orporate prevention efforts towards these
groups in program planning.

Objective 2: By 2009, institute a process for ongog identification of areas and populations
that are at risk for elevated blood lead levels ulizing other data sources and resources.

Activity 1: Identify lead sources by collecting arahalyzing data from environmental
investigations conducted by the MSDH.

Activity 2: Match Medicaid data with MSDH blood tesurveillance data on childhood lead
poisoning to characterize lead exposure patternsragrMedicaid enrollees and to identify those
Medicaid children who have not received a bloodll&sst.

Activity 3: Acquire data on possible lead risk fast such as housing age, poverty rates, and
industrial lead sources from other agencies sucbB®, HUD, and the Census Bureau.

Activity 4: Identify children who live in high-risareas by utilizing Geographic Information
Systems (GIS) to generate maps layering variousstyy relevant data: pre-1950 dwellings,
poverty, race/ethnicity, EBLL rates, and other et factors.

Other data sources, especially Medicaid data, teebd used in conjunction with blood lead data
to assess the burden of lead poisoning. One plaactdty is to match Medicaid claims and

encounter data with CLPPP surveillance data totiiyewhich Medicaid children have and have

not been screened. Once these children have beaeitified, their medical providers can be

notified of the need to provide a blood lead test.



Map 1 illustrates how GIS mapping techniques cadegirate MSCLPPP surveillance data and
Census data to determine the high-risk countieser@é counties, including Harrison and
Lauderdale, were selected as high-risk counties tdutheir low screening rates. Other data
sources, such as environmental inspection resultde used for further refinement of high-risk
areas.

Map 1— High Risk Counties for Lead Poisoning
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Objective 3: By 2009, implement methods to ensuremplete and accurate reporting of all
blood lead level testing results to the Mississip@tate Department of Health.

The MSCLPPP receives blood lead test results froBDM's Laboratory, as well as from
private laboratories, on a daily basis. Eight & tivelve laboratories that report blood lead test
results to the MSCLPPP submit their results eleatadly. In addition, approximately 17 private
medical clinics report results monthly from testglgzed by a hand-held blood lead testing
device (ESA Lead Care ).

Activity 1: By 2008, establish standard reportingidglines for laboratories and providers to
increase completeness of data.

Activity 2: Work with private laboratories and piiders to ensure reporting of all blood lead
test results to MSDH.

Activity 3: Complete yearly quality checks of ladimry and medical provider reporting.

MSCLPPP has worked diligently to increase reportihglood lead level test resulsl0 pg/dL

by identifying medical providers who are noncompliavith the reporting law. In addition to
obtaining test results, efforts need to focus csudng that all information received is complete
and accurate. Inaccurate or incomplete data elemenihe surveillance system include incorrect
Medicaid number, name, addresses, and race. MSCluR#P&evelop a standardized reporting
tool for laboratories and providers to ensure Hiatlata elements are complete for each child’s
record. This will allow the MSCLPPP to maintaingdiable surveillance system. Increasing the
information contained in child records will enhartbe data matching process with Medicaid
and other data sources. MSCLPPP, in conjunctioh thié Division of Medicaid, will then be
able to more effectively provide technical assiséato medical providers with low screening
rates.

Activity 4: By 2010, develop a strategic plan tpaxd reporting requirements for blood lead
levels to include levels less than 10pg/dL and iregelectronic reporting from all laboratories.

Research conducted by Canfield et al. (2003) Hagidi the effects on IQ of blood lead levels
below the current CDC level of concern. In antitipa of future needs to identify and serve
children at these lower levels, the MSCLPPAC, 1022009, will work towards legislation to
expand reporting requirements to include electramiporting of _all blood lead levels to
MSCLPPP.

Objective 4: By 2009, enhance and monitor the blool@ad screening surveillance system.

Activity 1: Conduct quality data checks on a qudytéasis.

Activity 2: Integrate blood lead data from STELL#E an upgraded surveillance system.

STELLAR is currently the surveillance system useddpture all blood lead data. The system is
not user-friendly, and accessing the data can b#etlying. Future plans include upgrading the



surveillance system, and MSCLPPP will work with M8DH Office of Health Informatics to
identify new surveillance software to replace STBR. Data quality checks will be done on a
quarterly basis to ensure data accuracy.

Objective 5: Beginning in 2008, publish a yearly wveillance report on the burden of
childhood lead poisoning and lead hazards in the ate.

Activity 1: Develop a data analysis plan that idées variables to include and compiles data
from various sources.

Activity 2: Collaborate with Jackson State Univéysilnstitute of Disability Studies, and
University of Mississippi Medical Center to analylada.

Activity 3: Disseminate an annual report to medipedviders, city officials, housing authorities,
and others statewide that includes GIS maps.

Disseminating statistical information is necesstryincrease awareness and support for lead
poisoning prevention. To facilitate data sharingpwblead poisoning, MCLPPP and other
partners will generate an annual surveillance itefgoinform the general public and health care
providers about the burden of lead poisoning indta¢e. The report will include GIS maps to
show high-risk areas effectively. The report w#l posted on MSCLPPP webpage and included
in the MSDH Public Health Report. In addition, cepiwill be distributed to key audiences
throughout the state.

Primary Prevention Through Health Education

Goal 2: Encourage statewle health promotion and education concerning leaghoisoning
prevention.

Overview of Primary Prevention Through Health Educdion Issues:

Primary prevention involves reducing children’s espre to lead by minimizing exposure

sources, thus preventing lead from entering th@dlstream. Secondary prevention involves
identification of children with elevated blood leledels and appropriate referrals for monitoring
and case management. Because lead’s harmful efextgery long lasting or even permanent,
primary prevention is preferable to secondary pm@wa. However, successful primary

prevention first requires health care providerdjcgemakers, and the public to recognize the
dangers of lead exposure. Recognition of these etangpntinues to be low in many parts of
Mississippi, as manifested by low rates of blooadlgesting for high-risk populations. When

screening rates are low, medical providers, pat@kers, and the public may falsely

underestimate the risks of exposure and fail toestdlead poisoning hazards promptly.

As Table 1 illustrates, the Mississippi blood l¢asdting rate rose steadily between the years of

2002 and 2004. This steady increase could be atitxbin part to more providers purchasing and
utilizing the ESA Lead Care | machine to test af@idin their offices, rather than referring them



to outside laboratories. In 2005, the blood leatirtg rate decreased. This decrease is thought to
have occurred because (1) Hurricane Katrina hiM&eGulf Coast and surrounding counties in
August 2005, forcing many health departments ahdrstinvolved in blood lead testing to shift
resources to address other priorities, and (2) td&dibegan requiring face-to-face interviews
for recertification. It is estimated that nearly, 00 Mississippi children lost Medicaid coverage
between April 2005 and December 2006 because ©htw policy.

Under this Plan, the key targets for primary preéienthrough health education are health care
providers, local health department staff, and comitgupartner organizations that work with
targeted high-risk populations. The MSCLPPP wilhtioue to partner with other organizations
to provide outreach and education to the genetali@uchild care providers, and policy-makers.

Objective 1: By 2009, educate at least 50% of hehftare providers in key specialties in
Mississippi’s nine public health districts about tke importance of and legal requirements
for lead testing of high-risk children.

The Primary Prevention Through Health Education KVGroup identified a need to better
educate the obstetricians who care for the motliensng the prenatal period and the
pediatricians and family practitioners that caretfee children after birth. In order to have the
greatest credibility, these educational effortsuithidoe developed and presented by a physician.
The Primary Prevention Through Health Education M\@roup also identified a need to educate
nurse practitioners, nurses, and health departs@nal workers and nutritionists, since these
individuals are also involved in the child’s prirparare.

Activity 1: In 2008, coordinate with MSDH Lead Dafianager to develop and distribute a Lead
Risk Profile and other supporting documents for RU®lic Health Districts.

One tool that will have to be created before pregems can be developed and delivered is a
Lead Risk Profile for the State of Mississippi. Fhvill be produced with assistance from the
MSDH Lead Data Manager. This risk profile will shale hot spot areas in each health district
in Mississippi based on past screening resultsdamographic data, and will show the blood
lead distributions for children tested in each aféas risk profile will also note past lead blood
testing rates for each area. The Lead Risk Proéitehelp overcome some health care providers’
misperceptions that their patients are not at higkfor lead poisoning because they themselves
have not identified a lead poisoned child for salgears.If the providers see local statistics on
elevated blood lead levels in neighborhoods theyes¢hey may be more willing to comply with
State screening recommendations and federal sogeaequirements for Medicaid-enrolled
children.

Activity 2: In 2008, Disseminate Lead Risk Assessr@eiestionnaire to family practitioners,
OB-GYNs, and pediatricians in MS via the Mississiprbidity Report (MMR).

A second document for dissemination to health paoziders is the CDC-recommended Risk

Assessment Questionnaire, accompanied by the adgidor its use, and up-to-date lead statistics
supplied by the MSCLPPP. The MSCLPPP will make #viailable to all health care providers



via the Mississippi Morbidity Report (MMR). The MMReport is distributed on a monthly basis
to all licensed providers in Mississippi, includingediatricians, OB-GYNs, and family
practitioners. Currently, only the Cool Kid's Pragr (EPSDT) providers and some Mississippi
Chapter of the American Academy of Pediatric (MSAA#Poviders utilize any form of the
CDC-recommended Risk Assessment Questionnaire. Wbk Group’s goal is to have all
providers utilize this form and screen all childrigientified to be at risk. The Work Group
recommends that two MMR issues be dedicated tcetpagposes at approximately six-month
intervals during the 2008 calendar year.

Activity 3: In 2008, develop physician-authored eational presentations and other educational
materials. Offer these to physicians and healthvjgter organizations for publication through
their websites and newsletters.

MSCLPPP and the Primary Prevention Through HeatthcBtion Work Group will work with
one or more MSDH physicians with expertise on ¢tolod lead poisoning to develop physician-
oriented literature and a PowerPoint presentafibiese presentations will cover risk factors for
lead exposure, importance of testing, federal requents for testing Medicaid-enrolled pediatric
patients, and assessment of potential lead expasupgegnant women and young children
including the use of the Lead Risk Assessment Qarestire. In addition, the presentations will
review the specific clinical and analytical proceshi involved in lead screening, the
interpretation of lead levels, the various modaditof treatment and consultation, referral and
follow-up. To ensure that the information in theegentations is evidence-based, the Work
Group will work with the physician(s) who developet program and the MSDH Lead Data
Manager assigned to the MSCLPPP to insure inclusfoexisting data on risk assessment,
screening, detection, and patient management asp#cts of the program.

Since many organizations have their own websita ra@wsletters, the Primary Prevention
Through Health Education Work Group will developdacompile a recommended list of

educational materials. This list will be offeredpioysicians and health provider organizations for
publishing on their websites and in their newststte

Activity 4: In 2008, develop aMyths versus Facts” sheet regarding lead poisorimgeneral with
some specifics about Mississippi.

Another tool that needs to be developed is a “Mwtbs Facts” lead poisoning fact sheet for
Mississippi. This will require utilizing the expex¢ of a physician employed by MSDH to help
in the development of the sheet.

Activity 5: Beginning in 2008, provide at least dmealth education and training by physician-
presented PowerPoint presentation and handoutsacheublic health district. These venues
will include clinics, medical society meetings aother venues targeted to Mississippi
pediatricians, family practice doctors, and OB-GYNs

The Primary Prevention Through Health Education KM@roup anticipates this education will

occur through: PowerPoint presentations delivetethe annual meetings of the obstetricians,
pediatricians and family practitioners and in othemues, such as local medical society
meetings, clinic and hospital medical staff meetjrgnd grand rounds at larger facilities. It is



anticipated the presentations will cover the follogvtopics: risk factors for lead exposure, the
importance of testing high-risk children, the assgnt of potential lead exposure in children
and pregnant women, methods of screening, intexfioat of lead levels, treatments, referrals,
and follow-up consultation.

In addition to the MSDH (including a specific phgisin or physicians), this effort will require
the cooperation of the Mississippi Academy of Fgnihysicians, the Mississippi Chapters of
the American Academy of Pediatrics and Americandgel of Obstetricians and Gynecologists,
as well as any individual medical facilities or gps where the presentations will be conducted.
Performance measures for this objective will ineltide number of presentations conducted each
year and the number of attendees at those sessions.

Objective 2: By 2009, expand the pool of trained ladth educators who can deliver lead
poisoning prevention education to health care proders, families, organizations that work
with high-risk families, and others in Mississippi's nine public health districts by training

at least three staff members in each district and IDH staff.

The Primary Prevention Through Health Education KM8roup had identified a need to make
lead poisoning prevention education more robust sugtainable throughout the state. Health
officers from the state’s nine health districts ahdir staff are prime candidates to deliver
prevention education, as are MSDH Maternal/Chilclte(MCH) staff (including MSCLPPP
staff) and members of the Advisory Committee. Alltbese potential educators need high-
guality training and effective educational currecand materials to be able to succeed.

Activity 1: Develop a train-the-trainer program fother health professionals who, in turn, will
provide lead poisoning prevention education to &egliences.

Activity 2: By 2009, train at least three staff nibmrs from each Public Health District to serve
as lead poisoning prevention trainers for healtinecproviders.

To improve outreach to the medical community, thrémBry Prevention Through Health
Education Work Group recommends that three MSDIf stambers from each Public Health
District throughout Mississippi serve as localness for their staffs and community. The MSDH
physician in charge of the lead education effootsthe various professional groups would be
responsible for working with these staff memberse Work Group recommends training first
those Public Health District staff and other kegffstrom the three highest-risk counties, until,
over a period of three years, staff in all nindrdits receives training.

Once trained and equipped with a PowerPoint praientand the program literature, each of
the three Public Health District staff members ided would be encouraged to make
presentations to physician groups within their eesipe districts and at local and regional
medical conferences. They will also serve as ressuand mentors to health care providers who
are not very familiar with how to handle a leadgamied child. This will help ensure broader
coverage and reach physicians who may not routirsgtgnd annual meetings of their
professional group.



Activity 3: Train MSDH staff (including MSCLPPP 8tanurses, social workers, and the
Perinatal High-Risk Management staff) and interdsteembers of the MSDH Childhood Lead
Poisoning Advisory Committes lead poisoning prevention trainers/educator209.

As with the physician train-the-trainer effort, ghiraining would cover risk factors for lead

exposure, importance of testing high-risk childréaderal requirements for testing Medicaid-

enrolled children, assessment of potential leadosxye in children and pregnant women,
methods of screening, interpretation of lead levatgatments, referrals and follow-up

consultation, and strategies for risk reduction.e TRrimary Prevention Through Health

Education Work Group recommends that this prograndéveloped by the MSDH physician

responsible for the medically-based program. lid¢de presented by either a key physician or
by a non-physician who has been appropriatelyddalyy a physician.

This training will be targeted to cross-train MSBaff (including nurses, social workers, and
the Perinatal High-Risk Management staff) and thdvidory Committee to deliver lead
poisoning prevention education. MSDH staff are adse going into homes to provide other
services and will be able to provide information High-risk families about lead poisoning
prevention

Objective 3: By 2009, increase the number of indiduals reached through educational
activities conducted for the general public and irhigh-risk communities by offering at least
one educational program in each of the nine Publiklealth Districts.

Activity 1: Provide annually at least one educatibprogram on lead screening, risk reduction,
and lead poisoning prevention to the general puinlieach of the nine Public Health Districts.

Activity 2: Provide annually health educational peatations, trainings, and materials to one of
each type of community-based partner (communitgdasganizations, civic clubs, schools,
faith-based, ethnic, and other service groups) \waykvith targeted populations in each of the
nine Health Districts.

Not all families with children receive lead poisogiprevention and screening education from
their physician or health department. Given Mispjs predominantly rural nature, limited
access to health care in some parts of the stademany children’s lack of a “medical home,”
the Primary Prevention Through Health Education KM3roup recommends that MSCLPPP
employ additional strategies to educate familiepuablead poisoning prevention and the
importance of having their children tested for Igadsoning. The MSCLPPP will facilitate at
least one lead poisoning educational activity for general public per health district per year.
Provided that there is increased interest andfthrting and personnel are available, additional
programs should be presented.

The Work Group also recommends additional lead gming prevention education and
promotion of blood lead testing and risk reductibrough formal and informal affiliations with
community-based organizations, civic clubs, schofd#h-based, ethnic, and other service



groups. Any organizations that express an intaread poisoning prevention are a potential
partner in this effort.

It will not be feasible to develop a formal traigirpresentation for all possible community
partners given the large number of organizatione,diversity of the potential audiences, and
limited MSCLPPP health educational resources. Theze the Primary Prevention Through
Health Education Work Group recommends the devedopraf customized educational packets
for community-based partner use. The MSCLPPP velletbp these educational packets, to
include a Lead Fact Sheet, the Lead Risk ProfileJ ather audience-specific prevention
information. MSCLPPP staff will cultivate collabdi@s with organizations, with support from
members of the Primary Prevention Through Healthudadon Work Group, and
recommendation for partnerships from the entireigaly Committee and other advocates. The
staff and leaders of at least one community, cigitd faith-based organization in each public
health department district will be targeted eaclryAny interested organization, including those
serving specific nationalities and issue groups,lm@provided educational information.

Primary Prevention Through Risk Reduction

Goal 3: Reduce the exposure of children to lead haals.

Overview of Risk Reduction Issues:

According to 2000 Housing Characteristic data frons. Census Bureau, 135,350 homes in
Mississippi were built prior to 1950, with rentetenipied pre-1950 houses estimated at 34,851.
The 2000 U.S. Census data for Mississippi alsocatdd that 19.9% of the population lived in
poverty, compared to a national average of 12.486n¢; in older housing and being poor are
associated with increased risk of elevated bload levels. Thus, a vital component of primary
prevention in Mississippi involves identifying aaddressing lead-based paint hazards in older
deteriorated housing as quickly as possible.

Recently, other sources of lead exposure, suclmpsrted toys, foods, cosmetics, medicines,
lead in drinking water and other consumer produwse gained national attention. The Primary
Prevention Through Risk Reduction Work Group com®d a variety of strategies for risk

reduction. Ultimately, it chose to focus on straegelated to risk reduction of residential lead-
based paint hazards. As the Plan is updated imefutears, it will contain strategies to address
these other sources of exposure.

Objective 1: By 2010, decrease exposure to residaitlead-based paint hazards by training
approximately 225 rental property owners and 75 cotnactors in lead-safe work practices,
encouraging 30% of all realtors to complete HUD’sree on-line Lead-Based Paint Visual
Assessment Training, implementing an outreach campgn to encourage rental property
owners to conduct visual assessments, and develapia strategy to identify and publicize
mechanisms for financing repairs.



Healthy People 2010 calls for increasing by 50% pgheportion of persons living in pre-1950
housing that is tested for the presence of leadebgmint. MSCLPPP employs only one
environmental investigator to conduct inspectidmeughout the state of homes where children
with EBLLs have been identified. As of August 200ississippi has 39 EPA-certified lead risk
assessors and 31 lead-based inspectors registétedM@EQ. Some of these individuals are
located in other states; others are located in mowental entities other than the local health
departments. Primary prevention efforts requireant of investigators able to inspect homes
that are not associated with an EBLL case. The G®&s®gement Section of this Plan addresses
the need to develop a large base of environmensglectors housed in public health districts.
Until those issues have been addressed, it isosstipe to establish a specific benchmark for the
percentage of pre-1950 units that can be inspdne2D10, but it is possible to identify targets
for hazard reduction education, work practice iregnand other factors.

Anecdotal evidence suggests that lead hazardsiassbuvith privately-owned rental housing in
poor condition make a significant contribution toiskissippi’'s elevated blood lead levels.
Mississippi’s Residential Landlord and Tenant Lawesl not directly specify corrective actions
for lead-based paint as an obligatory action imgigly-owned rental properties. Paragraph 89-8-
23, which states: “Obligation of landlord. (1) @pmply with the requirements of applicable
building and housing codes materially affecting Itheand safety,” does not specify action
regarding lead-based paint.

In addition, many property owners in Mississippi it have the financial resources to reduce
significantly lead-based paint hazards in the dwgd that they own.

One tool to improve conditions in pre-1978 housmdection 1018 of the federal Residential
Lead-Based Paint Hazard Reduction Act of 1992, kfsmwn as Title X. The law requires the
disclosure of any known information about lead-basaint and lead-based paint hazards before
the sale or lease of housing built before 1978. §éikers/landlords mugirovide to tenants and
buyers an EPA-approved information pamphlet ontifieng and controlling lead-based paint
hazards ("Protect Your Family From Lead In Your Hdjmpamphlet. This pamphlet is available
in a variety of languages on the MSCLPPP and MDEEbsies. Mississippi's rate of
compliance with this law is not known at this time.

The federal Toxic Substances Control Act, Titled®6 (b), known as the Pre-Renovation Lead
Information Rule, already requires athntractors working for payment in any pre-1978sing
where they may disturb more than two square fedead-based paint to distribute a copy of
“Protect Your Family from Lead in Your Home.” Tramg in lead-safe work practices and
following these practices before, during, and afemovation work is the next step in risk
reduction. Although the MDEQ and the MSCLPPP welssinaintain a calendar of lead-safe
work practice trainings statewide, concerted ouwfneto contractors, rental property owners,
homeowners, and realtors is needed to increase lgdger about the importance of lead-safe
work practices and to train contractors, rentapprty owners, and others.

Activity 1: Provide at least one annual statewide&eractive video conference session on lead-

safe work practices targeting contractors, with theges in each of the nine Public Health
Districts, and maintain a list of trained persoist is accessible to the public.



All Mississippi contractors should have training lead-safe work practices and follow these
practices before, during, and after painting amsbvation work. The Mississippi State Extension
Service has agreed to cooperate with the MSDH surenaccess to lead-safe work practices
training throughout the state. Ultimately, leadesafork practices will be required by EPA’s
final Renovation, Remodeling, and Painting regolain 2008.

Activity 2: Beginning in 2008, provide at least drening in lead-safe work practices for rental
property owners in each health district annually

Extending the effort to ensure that landlords bezdamiliar with lead-safe work practices, the
Mississippi State University Extension Service witler rental property owners classes in Lead-
Safe Work Practices via its distance learning cbann

Activity 3: MSCLPPP will conduct outreach to encage all Realtors to take HUD’s free on-
line Lead-Based Paint Visual Assessment Training) aneducate buyers, sellers, and renters
about the federal Lead Disclosure Rule and the nt@mce of repairing lead hazards.

All Mississippi Realtors need knowledge of the damsgof lead poisoning. Realtors are key
advisors to households buying, selling or rentingpane. The occurrence of a change in
ownership or occupancy provides an opportunityake taction, such as needed repair work. The
federal Lead Disclosure Rule requires that knowdedfjlead or lead hazards be disclosed by
sellers and landlords to buyers and renters respgct With a strong understanding of lead-

based paint issues, every professional Realtor issis&ippi can help consumers to act
responsibly and protect children.

The MS Association of Realtors has committed tom@wt® Realtor education by recognizing
completion of the HUD visual assessment coursedatinuing education credit. The MSCLPPP
will support this effort by publicizing this traimg on its website and in any other outreach it
targets to Realtors. This will greatly increase ninenber of Realtors desiring to take the course.
The on-line training is simple and can be completethe viewer's pace. It provides a wealth of
information for someone who may not be familiarhwtite effects of lead poisoning or how lead-
based paint contributes to lead poisoning. Havimg information will assist the individual
Realtor who deals with sellers, landlords, buyars] renters of pre-1978 property by alerting
them to the effects of lead poisoning in ordergduce the risk of lead poisoning in children.

Activity 4: By 2009, MSCLPPP will implement an eaith campaign to encourage rental
property owners to conduct visual assessments dtgridrating paint and repair the painted
surface safely using lead-safe work practices

Beginning in 2008, the MSCLPPP, in conjunction wittte MSCLPPAC, will implement an
outreach campaign to promote “essential maintenprasgtices” (visual assessment plus repairs)
that will be conducted through the media, distidrutof inserts in bills or other mailings from
utility companies and/or property tax officials,daother means of mass communication. As a
result, rental property owners will be encouragedheck their properties for deteriorated paint
and, using established lead-safe work practicgsairethe painted surface. This approach



minimizes the burden on the rental property owrer.owner of rental property built before
1978 can assume the presence of lead-based pairdoaduct repairs of deteriorated paint or
repairs disturbing intact paint following lead-saferk practices. Repairing the painted surface
and correcting any underlying problem is standaaihienance necessary for asset preservation.
Where codes prohibit peeling paint in pre-1978 huor lead-based paint hazards, visual
assessment and proactive repairs are key to rneradpérty owners’ successful compliance; this
campaign will lay an educational foundation prengditatewide adoption of such requirements.

Activity 5: By 2008, develop a strategy to identfiyd publicize mechanisms for financing
repairs.

Other communities around the nation have used tegits, special-purpose loan programs,
Community Development Block Grants, HOME fundingdaweatherization funding to help
property owners reduce lead hazards. Beginningpenfall of 2007, the Risk Reduction Work
Group will consult with members of the Mississigfield Office of the U.S. Department of
Housing and Urban Development (HUD), Mississippi M Corporation, counties and
municipalities about how to better integrate leaazdrd reduction into publicly-funded
Mississippi housing programs. The Risk Reduction riVGroup will also consult with
community development corporations, financial tousions, and other sources about ways to
expand the pool of resources available to fund fdasduction in owner-occupied and in rental
housing. The Work Group will also evaluate “bestgtices” and ideas for financing mechanisms
such as tax credits.

By mid-2008, the Work Group, in consultation witretMSCLPPP and other programs, will
draft a plan for increasing the availability andcessibility of funding to property owners.
Information about funding will be made availableotigh the MSCLPPP, MS Department of
Economic and Community Development, and MDEQ welssit

Objective 2: By 2010, decrease exposure to residaitiead-based paint hazards by revising
and enforcing state and local housing policies inpgproximately 14 municipalities with
populations greater than 5,000.

Lead-based paint hazards in rental housing posmgrafisant public policy challenge. Few
jurisdictions have adopted the International Prgpdvlaintenance Code (IPMC), which
minimally prohibits peeling paint. The Residentizindlord and Tenant Act currently has no
enforcement mechanism short of court action. Mogt- lor moderate-income tenants renting
pre-1978 housing do not have the resources tahes@dicial system.

Activity 1: Implement a campaign to adopt and ecddihe International Property Maintenance
Code (IPMC) targeted toward Mississippi municigabtwith populations greater than 5,000.

By initially targeting outreach to encourage enamsitnand enforcement of the International
Property Maintenance Code to the 68 cities withytatons of 5,000 or greater (see Appendix
2), it is possible to cover the majority of the t8ta population. Getting local officials to agree
to adopt the code will require strong measures thed visible leadership of Mississippi’s



governor or other prominent state government @ficihe Governor’s office could support this
effort by issuing a proclamation encouraging eleéaéicials to vigorously pursue safe housing
conditions through the use of the IPMC. MSDH copldblicize the proclamation, offer
technical assistance to jurisdictions engaged eitactment and enforcement, and attempt to
determine the effectiveness of the use of IPMChia places where it is in effect. The MS
Realtors Association, MS Contractors Associationd &1S Municipal League have been
recruited as partners in carrying out this activity

Statewide adoption of the IPMC would be anotheiciefit way to address the problem of
peeling paint. In the process of adopting a priyparaintenance code, the legislature and
Governor can customize Mississippi-specific prawisi to address lead-based paint beyond the
prohibition of peeling paint, such as requiring tee of lead-safe work practices unless the
deteriorated paint has been found free of leadndud lead-based paint inspection or risk
assessment, and requiring that owners of pre-187@lrproperty complete training in lead-safe
work practices.

Activity 2: Propose modification of section 89-823 of the Residential Landlord and Tenant
Act to address lead-based paint hazards and asbéstpards.

Amending the Residential Landlord and Tenant Acf7df-1991 to prohibit lead-based paint
hazards provides another strategy to reduce expogtar example, the law could be amended to
specify “peeling paint in pre-1978 housing” and ddebased Paint” as health and safety issues.
This would probably require an additional sub-paaph stating “Deteriorated paint in pre-1978
housing must be repaired in accordance with estaddli lead-safe work practices, unless the
deteriorated paint has been found free of lead bleaal-based paint inspection or risk
assessment.”

Case Management

Goal 4: Ensure 100% of MS children with elevated l@od lead levels receive appropriat
medical, educational, nutritional, developmental, ad lead hazard control interventions.

Overview of Case Management Issues:

CDC’s 2002 guidance on case management serMidasaging Elevated Blood Lead Levels
among Young Childremnlefines case management as:

Case management of children with EBLLS involvesdinating, providing, and overseeing the

services required to reduce their BLLs below thel®f concern (i.e., 10 pg/dL). It is based on
the efforts of an organized team that includescthi&d’s caregivers. A hallmark of effective case
management is ongoing communication with the casggiand other service providers and a
cooperative approach to solving any problems thaly rarise during efforts to decrease the
child’s BLL and eliminate lead hazards in the chElénvironment. Case management is not
simply referring a child to other service providec®ntacting caregivers by telephone, or other
minimal activities.



In Mississippi, the case management process bedies a child has a confirmed venous blood
lead level of 10ug/dL or greater. The MSCLPPP idified of the result by the testing
laboratory, and then the MSCLPPP Program Manag&esnaontact with the provider who
ordered the test. This communication is intendekktgroviders know when the child needs to
be retested and what other information the medicavider needs to give to the family. The
MSCLPPP Program Manager also contacts the destyrase manager housed within the
MSCLPPP program to initiate case management saenate¢he times designated in its revised
case management protocol and the Childhood LeabRiog Prevention Guidance, based on the
BLL of the child.

In the past, lead testing in Mississippi was predics part of the Medicaid-funded Cool Kids
Program (EPSDT). The State’s Children’s Health tasoe Program (CHIP) provides a

preventive health screen, but a lead test is nabuwinely covered core service. Prior

authorization is necessary for CHIP to pay foraaleest. Both private providers and local health
departments were responsible for the medical maneageof Medicaid-enrolled children they

have tested for EBLLs under the Cool Kids Progr&hildren covered under private medical
insurance received lead testing and other seraictee discretion of their medical providers.

Over time, there have been conflicting expectatiansut who provides lead case management
services. The MSDH published tl@hildhood Lead Poisoning Prevention GuidanneApril
2003 for Mississippi medical providers who are pdowy lead screening and services for
children with EBLL. This document contained the 8Mssippi lead testing protocol and specified
the range of follow- up services that should bevjgled based on BLL. The document was made
available to all providers. This document is citedhe Cool Kids Program manual as a resource
for case management follow-up testing guideliness ithe Case Management Work Group’s
understanding that not all providers are followthgse protocols. Medical providers were also
expected to offer other case management serviaefhib has not occurred systematically.

In FY 2005, 260 children aged 0-6 years had BLL&®fl4ug/dL or above, 73 had BLL 15-19
ug/dL, and 77 had BLL of 2Qg/dL of greater. Any child that has a blood leackleof 20pug/dL

or greater or who has a persistent 15ay@lL BLL (at least two blood lead levels of 15-19 a
least three month apart) is currently referred iy MSCLPPP to the MS State Maternal and
Child Health Early Intervention Program for a deyghental evaluation and to the MSCLPPP
environmentalist for an environmental investigatidine MSCLPPP currently has only one
environmentalist assigned to EBLL home investigatidt has no staff formally designated as
case managers. Since the MSCLPPP currently hasdioated lead poisoning prevention nurse
case managers in the local health departmentsydiie of overseeing the effectiveness of case
management falls to the MSCLPPP coordinator araditers in the MSDH.

With efforts to expand BLL screening in Mississipmder the CDC-funded grant, the Case
Management Work Group anticipates the number oddm who will need to receive case
management will grow. Moreover, with an assortmeinstaff at the local health department
level providing EPSDT case management in additionother responsibilities, the Case
Management Work Group has identified a need todstaize protocols, disseminate them



widely, and more systematically monitor the effeetiess of case management provided under
these new guidelines.

Objective 1: Beginning in 2008, provide comprehenge case management services to all
children with blood lead levels greater than or eqal to 10pg/dL.

The 2003Childhood Lead Poisoning Prevention Guidaness intended to identify the steps and
timeframes involved in case management servicesnéeds to be updated in light of CDC’s
2002 case management guidance. Moreover, roleexmectations of service delivery on the
part of medical providers, Health Service Nursedoral public health departments, and the
MSCLPPP need to be more clearly defined. Appendco@ains a working outline of how those
responsibilities need to be divided, but more fitation will be needed as circumstances
change. Appendix D contains the chart audit revieiteria currently used under the EPSDT
system. This review process may also need to banebqul.

Activity 1: By January 1, 2008, review and revises$sippi’'s Case Management Protocol,
along with related forms and procedures.

Activity 2: By January 1, 2008, review, revise, afidseminate protocols for environmental
investigations for homes with children with EBLL.

Activity 3: Disseminate revised protocol and fotm&ll nine local health departments.

Activity 4: By the end of 2008, develop and implemen evaluation plan to assess the
effectiveness of implementation.

CDC'’s 2002 case management recommendations inctudeSet standards for follow-up of
children with BLLs >=10 pg/dL; ensure that thesarstards are met. Establish procedures for
identifying new cases, assigning cases to case geasa providing oversight of case
management activities and case managers, and pngval/ersight for environmental inspection
and remediation. Secure Medicaid reimbursementclmse management and environmental
services. Identify service gaps and take appropraation.”

The recommendations also address coordination oé e@th other agencies that have
responsibilities for serving EBLL children:

“Work with public and private organizations includj health care providers, managed care
organizations, Medicaid agencies, housing orgamizes, mortgage lenders, property owners,
and community groups. Provide consultation, edwcatiand technical assistance to these
groups, and prepare and distribute educational male to them. Develop program policy
supporting the effective management of childreh wBLLs.”

In order to implement this guidance, MSCLPPP needgve high priority in 2007 to reviewing,

revising, and disseminating clear case managemmtbqgols, with forms and training, to
promote consistent application of these protocols.



The areas that these protocols need to address are:
¢ Assessment;
» Developmental Evaluation/Testing;
» Written Plan of Care;
» Referrals;
» Health Education / Anticipatory Guidance; and
e Case Closure criteria that include reduction ofobldead levels and remediation of
environmental hazards in the home.

As more children are screened, the need for moneehiavestigations for children with EBLLs
will grow. In anticipation of the need to add aduhial environmental investigators, the
MSCLPPP will need to re-examine and standardize ptstocols for environmental
investigations, including:

* Home Investigation timelines;

* Education;

* Recommendations for Cost-Effective Risk Reductiatties; and

» Repeat home visits for compliance with environmistteecommendations.

Dissemination for the protocols will need to tardetalthcare providers, all local health
departments, Medicaid and WIC offices, Early Inggwon, and other offices as needed. The
MSCLPPP may need to network with Medicaid and otd&DH child health programs for
dissemination.

Once the protocols are revised, they will need ¢oifmplemented, which will require the

MSCLPPP to provide or to contract for training loé tHealth Services Nurses in the local health
departments. Finally, the MSCLPPP must determinethdr the protocols are being applied
consistently across the state, and whether thewareving the ultimate objective, which is to
reduce EBLL’s children’s blood lead levels below ddydL, as demonstrated by two tests at
least six months apart, and to address the leaardegin the home. The STELLAR system (or
the surveillance system chosen to replace STELLARJuld be used to determine whether
specific case management services, environmentestigations, and follow up blood lead tests
are being accomplished at CDC-recommended intergalspart of the protocol development

process, an evaluation plan will be developed wess whether the protocols for follow-up
communication with medical providers and referrasdevelopmental, nutritional, and other
services are being documented at the local lemeaddition, protocols will be reviewed on a
yearly basis. If needed, the protocols will be updabased on BLL surveillance, needs
assessments, changes in census, or new guideloms GDC, AAP, or other organizations

promoting child and community health.

Activity 5: By January 1, 2008, update and disseteinthe Childhood Lead Poisoning
Prevention Guidance document.

To ensure Mississippi Lead Case Management pradice consistent with CDC guidelines and

Mississippi needs, the MSCLPPP Guidance will neetid updated based on results and data
collection, needs assessments, changes in censasyoguidelines from CDC, AAP, or other



organizations promoting child and community health.

Goal 5: To increase staff and sustain funding folead poisoning prevention cas
management and environmental investigation activigs.

Staff to provide lead case management home visitb environmentalists are not evenly
distributed throughout the state. The MSCLPPP khsd on medical providers and the public
health nurses who offer EPSDT services via thel loealth departments as the primary sources
of case management for Medicaid-enrolled childr@arrent MSCLPPP staff resources are
limited, making it difficult for the agency to offéead case management and environmentalist
services at CDC-recommended time frames.

An increase in the resources to provide case mamagieand timely environmental investigation
is particularly critical to MSCLPPP’s ability to lileer services to Medicaid-enrolled children
with elevated blood lead levels. Since Mississiiigidicaid children will be targeted for more
intensive blood lead testing and follow-up servioader this Plan, the Case Management Work
Group has identified strategies to more fully partwith the Medicaid agency to secure effective
service delivery.

Objective 2: By the end of 2009, receive appropria funding for environmental
investigations and personnel needs through partnengp with Medicaid and other MSDH
programs.

The MSCLPPP lacks a mechanism for receiving adequdédicaid reimbursement for
comprehensive case management visits and homeoemental inspections for Medicaid-
enrolled children who have EBLLs. The state hadvieglicaid-managed care organizations that
provide EPSDT services. The state also has fewdaad managers and no environmental risk
assessors dedicated only to certain local healplartteents or specific regions of the state to
ensure that CDC guidance for case managementng f@lowed.

Activity 1: Collect data to establish appropriatate of reimbursement for environmentalist and
case manager home visits.

Activity 2: Seek Medicaid reimbursement for envinental investigations of primary residences
beginning in 2008 and Medicaid reimbursement for tgp two home visits and two

environmentalist visits in home of children witmBiomed BLL of 15 pg/dL or greater in 2008

and thereafter.

In 2008, the MSCLPPP will begin collecting inforneat about the cost of delivering services.
This information will be used to help support thats's efforts to gain Medicaid reimbursement
for two home visits and two environmentalist visis children that have confirmed BLLs of 15
pa/dL or greater.



PLAN IMPLEMENTATION

Each Plan activity identifies who will need to balved in implementation. For each activity,
MSCLPP staff and leadership from the relevant W@rkup will convene an “Activity Core
Group,” comprised of MSCLPPP support staff, Worko@» members, and other identified
activity partners who will have to be recruited,assist in planning and implementation. It is
vital that Work Group leaders and key members plagontinuing role in the Activity Core
Groups because, as the developers of the actiwitiéiseir section of the Plan, it is the Work
Group members who best understand and care theammogt successful implementation of their
activities.

Because each section of the Plan contains mulsiplizities, some occurring simultaneously,
MSCLPPP staff and Work Group leaders will be mihdffithe timelines designated for the
various activities as they launch new Activity Cdseoups. Each year MSCLPPP staff and
Work Groups will conduct an early review of theila® activities to make sure the timelines
designated in the plan are logical and ensureth®highest priority objectives are addressed.
Because activities under one Work Group may beaadivities under another Work Group,
MSCLPP staff will pay attention to overlapping attes in order to avoid potential conflicts
and capitalize on possible synergies.

The Activity Core Groups will do the actual work tarry out their designated activities,
including such things as developing and reviewirsgamals and other work products, collecting
and compiling data, doing research, deliveringntrej and education, disseminating materials,
and executing strategies to enact or modify pdicieActivity Core Groups also will track
progress toward the objectives associated withr taefivities, and they may also work to
publicize and celebrate their accomplishments.

As new information or situations arise, activitiasthe Plan may be revised or new activities
initiated as needed by MSCLPPP staff in collaborativith the Work Group overseeing the
activity in question.

EVALUATION STRATEGY

The establishment of ongoing evaluation of leachiglation plan activities in Mississippi, the
Lead Advisory Committee, and the MSCLPPP is ciitita successful implementation.
Evaluation planned as a system that can evolveadaﬂt over time, is a dynamic process that

Short-term outcome measure are |mportant for
Both short- and long-term outcome measutedetermining whether or not activities:

will be considered in Mississippi's evaluation* have been completed on schedule,

strategy. (Appendix E identifies SpeCIfID seem to be appropriate for the target audlences

measures, indicators, and data sources.) Short are being implemented successfully or if changé:s
need to be made in implementation strategies. :

term evaluation measures will be monitoréd :

quarterly, with updates provided twice a yearLong-term outcome measuresre important for

to the Lead Advisory Committee. Quarteriydetermlnlng whether or not activities have senaed t'
i reach the overall goals of the Lead EllmlnatlomPIa



evaluation results will be compiled during the y&arinclusion in the annual Lead Elimination

Plan Evaluation Report. This report will summarissults gathered throughout the year for
short-term outcomes, the annual evaluation of Hkengr outcome measures, and
recommendations to guide strategic planning ofrtutnterventions. Copies of the report will be
distributed to the Lead Advisory Committee, poli@kers, and others interested in lead
poisoning prevention in the state.

Key areas that will need evaluation are:

The percentage of Mississippi children with eledaBtLs who receive appropriate medical,
educational, and developmental services along l&#@t hazard control interventions;

Staffing levels and funding available for lead poismg prevention case management
activities;

The number and geographic distribution of healtonmtion and education activities

concerning lead poisoning prevention; and,

The percentage of children who may still be expdsddad hazards.

Evaluation of the Lead Elimination Plan will be @int effort. The MSCLPPP will provide

technical assistance to partners and Lead AdviS&wgnmittee members in evaluating their
individual activities. A web-based Lead Eliminatidotivity Report form has been developed so
that partners may report their activities to the QLEPP, who will utilize this information to

compile a Lead Poisoning Prevention Resource Drgdhat will be updated quarterly. The
resource directory will help the MSCLPPP with skerin evaluation of the Lead Elimination
Plan. Partners and Lead Advisory Committee membalisreceive updates of the resource
directory each quarter, and the MSCLPPP staffaléd distribute it through the MSDH website.

The Lead Advisory Committee’s Evaluation Workgrowpl work with the Screening &
Surveillance Workgroup and the MSCLPPP Coordinatat Epidemiologist to compile data to
measure long-term outcomes each year. The MSCLHR#¥&miIologist will be responsible for
compiling the short- and long-term evaluation resirito a cumulative annual Lead Elimination
Plan Evaluation Report. The Evaluation Workgrougregning & Surveillance Workgroup, and
CLPPP staff will meet quarterly to review evaluatiteeds and results.

Each year, the Lead Advisory Committee will utilifee Lead Elimination Plan Evaluation
Report to determine which activities should be icargd into the following year and what types
of new activities may need to be added. The Leadifhtion Plan Evaluation Report will thus
guide long-term strategic planning for addresseggllpoisoning in Mississippi.



ELIMINATION PLAN ACTIVITIES

The following elimination plan activities are orgaed by the following four headings:
Surveillance and Analysis, Primary Prevention TiglolHealth Education, Primary Prevention
Through Risk Reduction, and Case Management. Fidr gabject area, goals, objectives, and a
list of activities to meet the objectives are idieed. The tables also identify the lead agency
responsible for implementing the activity, the aidtial resources needed, the years in which the
activity will take place and outcomes measures¢hatbe used to evaluate the activity.



Surveillance and Analysis Activities

Goal 1: By 2010, increase the blood lead testing rate amutave the quality of surveillance data for at-riskidren in Mississippi up

to 72 months of age.

Objective 1: Increase the blood lead screening rate statewspecally in high-risk populations, by a minimumid®® annually.

Activities Responsible | Resources | Outcome Measures FYO08 FYQ9 FY10
Parties Needed
1. Conduct education and outreach activitigg?MSCLPPP, Strategic plan | Number and list of Conduct at | Conduct at | Conduct at
designed to increase private provider, Division of education/outreach activitigsleast one least one least one
community health center, health departmentMedicaid, by targeted group for each | education education education and
clinic and school clinic staff knowledge of | Medical year. and activity | and activity | activity for
lead testing policies and priorities. providers for each of | for each of | each of the
the targeted | the targeted | targeted
groups. groups. groups.
2. Implement a targeted screening pilot MSCLPPP, Targeted Letters of commitment fron Obtain
project in conjunction with healthcare MSDH screening plan| participating providers. letters of
providers. Laboratory, Number of children commitment
Division of screened/ number identified from 100%
Medicaid, MS with EBLLs. of providers

Chapter, AAP

selected to
participate.
Develop
targeted
screening
project
within first
six months.
Implement
screening
project.




Goal 1: By 2010, increase the blood lead testing rate amutave the quality of surveillance data for at-riskidren in Mississippi up

to 72 months of age.

Objective 2: By 2009, institute a process for identificationaoéas and populations that are at-risk for haghilgiren with elevated
blood lead levels by utilizing data sources andueses.

Activities Responsible Resources Outcome FYO08 FYO09 FY10
Parties Needed Measures
1. Identify lead sources by collecting and | Mississippi State Environmental List of most common | Complete Complete Complete
analyzing data from environmental Department of inspection data lead sources in analysis and| analysis and| analysis and
investigations conducted by the MSDH. Health Mississippi. include include include
results in results in results in
Annual Annual Annual
Report. Report. Report.
2. Match Medicaid data with MSDH blood | Mississippi State MOU between Percentage of MOU Number of | Number of
lead surveillance data on childhood lead | Department of Mississippi State | Medicaid children with| obtained Medicaid Medicaid
poisoning to characterize lead exposure Health, Division of | Department of BLL test compared to | within first 3 | children children
patterns among Medicaid enrollees and to | Medicaid Health and percentage of Medicaid months. without BLL | without
identify those Medicaid children who have Division of enrollees with no BLL | System in test will BLL test
not received a blood lead test. Medicaid test. place to decrease by | will
match data. | 10%. decrease by
Medicaid data an
additional
10%.
3. Acquire data on possible lead risk factors Department of Multiple data Annual report on risk | Risk factors | Update on | Update on
such as housing age, poverty rates, and | Environmental sources factors identified additional additional
industrial lead sources, from other sources, Quality, US List of data types and | and included| Risk factors | Risk factors
such as DEQ, HUD, and the Census BurealDepartment of sources in Annual identified identified
Housing and Urban Number of reports Report and | included in | included in
Development distributed in the Lead | Annual Annual
Risk Profile. | Report and | Report and
Lead Risk Lead Risk
Profile. Profile.
4. Identify children who live in high-risk Mississippi State Geocoded Report of Lead GIS Results Updated Updated
areas by utilizing GIS to generate maps Department of addresses from study; Number of included in | results results
layering various types of relevant data: pre-Health ,Jackson blood lead reports distributed; List Lead Risk included in | included in
1950 dwellings, blood lead screening rates|, State University screening data and of new activities Profile and | Lead Risk Lead Risk
EBL rates, and other lead risk factors. other data sources| planned based on GIS| Annual Profile and | Profile and
described above | study Report. Annual Annual
Report. Report.




Goal 1: By 2010, increase the blood lead testing rate amutave the quality of surveillance data for at-riskidren in Mississippi up

to 72 months of age.

Objective 3: By 2009, implement methods to ensure completeaandrate reporting of atllood lead level testing results to the
Mississippi State Department of Health.

Activities Responsible | Resources| Outcome Measures FY08 FYQ9 FY10
Parties Needed
1. Establish standard reporting Mississippi State | Updated Copy of new reporting Develop new Review and | Review and
guidelines for laboratories and Department of reporting guidelines guidelines within| update. update.
providers to increase completeness pfHealth form Percentage of providers andfirst six months. | Distribute Distribute
data. CLPPP and Public laboratories reporting to the Distribute update to all | update to all
Health Laboratory CLPPP guidelines to all | laboratories | laboratories
Percentage of incomplete | labs that reporting reporting
records submitted to the currently report | BLLs. BLLs.
CLPPP compared to data.
percentage of complete
records
2. Work with private laboratories and Mississippi State | Staff Number of BLL tests Plan of action
providers to ensure reporting of all | Department of reported annually compareg developed and
blood lead test results to MSDH. Health— Action plan | to previous year implemented.
CLPPP and Public
Health Laboratory
3. Complete yearly quality checks of| Mississippi State | Develop a List of labs and providers | Data checked Data Data
laboratory and medical provider Department of quality whose data is incomplete at and results checked and| checked and
reporting. Health check least 80% of the time shared with results results
Process laboratories and | shared with | shared with
Division of Log of phone calls, emails,| providers. laboratories | laboratories
Medicaid and letters trying to address and and
incomplete data providers. providers.
4. Develop a strategic plan to expand Lead agency: Staff Percentage of laboratories| Draft legislation | Legislation
reporting requirements for blood lead Mississippi State reporting BLLs below requiring passed.

levels to include levels less than
10pg/dL and require electronic
reporting from all laboratories

Department of
Health

Supporting agency
MSAAP, Division
of Medicaid, UMC
Poison Control

10upg/dL

reporting of all
BLLs.




Goal 1: By 2010, increase the blood lead testing rate amutave the quality of surveillance data for at-riskidren in Mississippi up

to 72 months of age.

Objective 4: By 2009, enhance and monitor thleod lead screening surveillance system.

Activities Responsible | Resources Outcome FYO08 FYQ9 FY10
Parties Needed Measures
1. Conduct quality data checks on a quarterlgLPPP staff STELLAR Percentage of Quiality check Quality check Quality
basis. complete records in | completed completed check
STELLAR quarterly. quarterly. completed
quarterly.
2. Integrate blood lead data from STELLAR Mississippi State| IT Staff Increased Identify new data] New system Data reports
into an upgraded surveillance system. Department of accessibility in using | system. implemented. generated.
Health blood lead data Data report
surveillance system generated.




Goal 1: By 2010, increase the blood lead testing rate amutave the quality of surveillance data for at-riskidren in Mississippi up

to 72 months of age.

Objective 5: Beginning in 2008, publish a yearly surveillancear on the burden of childhood lead poisoning laad hazards in

the state.
Activities Responsible | Resources | Outcome Measures FY08 FYO09 FY10
Parties Needed
1. Develop a data analysis plan that identifjellississippi State| STELLAR, Copy of data analysis plan | Data analysis
variables to include and compiles data from Department of | other data provided to all MSCLPPAC| plan completed
various sources. Health sources members and distributed tg
(Medicaid, 100% of
HUD, etc.) MSCLPPAC

members.
2. Collaborate with Jackson State Universityl.ead Agency: Staff from all | Annual report of lead Letter of Data Data
Institute for Disability Studies, and Mississippi State| agencies poisoning data completed | commitments analyzed | analyzed
University of Mississippi Medical Center to| Department of 90 days of the end of the | from identified and report | and report
analyze data. Health fiscal year (By September | parties obtained | generated.| generated.

30th). within first 3

months. Data

analyzed and

report generated
3. Disseminate annual report to medical Mississippi State| Staff from all | Completed statistical repor{ Distribute annual| Distribute | Distribute
providers, city officials, housing authorities| Department of | agencies report to all annual annual
and others statewide. Include GIS maps as Health, Lead Number of reports target audiences| reportto | report to all
these have been shown to be effective Advisory distributed via email, hard | all target | target
communication tools. (See Building Block | Committee copy, etc. audiences | audiences
example) members via emalil, | via email,

hard copy,| hard copy,
etc. etc.




Primary Prevention Through Health Education Activities

Goal 2: Encourage statewide health promotion and educatianerning lead poisoning prevention.
Objective 1: By 2009, educate at least 50% of healthcare pessith key specialties in Mississippi’s nine pulblealth districts
about the importance of and legal requirementsefaa testing for high-risk children.

Activities Responsible Resources Needed | Outcome Measures| FY08 FY09 FY10
Parties

1. Coordinate with MSDH MSDH Lead Agency| Distribution list Organized evidence | Risk Profile Risk Profile | Risk Profile
Lead Data Manager to based format of MS | created within first| updated and| updated and
develop and distribute Lead pediatric blood lead | six months and distributed | distributed
Risk Profile and other poisoning data distributed to to health to health
supporting documents for MS health care care care
Public Health Districts. providers. providers. providers.
2. Disseminate Lead Risk MSDH Lead Agency| Lead Questionnaire Questionnaire Questionnaire
Assessment Questionnaire tq published in MMR published in MMR
family practitioners, OB- two times (six
GYNs, and pediatricians in Number of times months apart).
MS via the Mississippi questionnaire is
Morbidity Report (MMR). published in MMR

# of providers

receiving MMR
3. Develop physician-authorgdMSDH Lead Agency| Physician authored Number of website Materials created | Update Update
educational presentations andSupporting educational pieces postings within six months. | materials. materials.
other educational materials. | Agencies: Materials posted | Post on Post on
Offer these to physicians and MS Chapter Number of newsletter | on websites and | additional additional
health provider organizations| American Academy publications published in websites and websites and
for publication through Pediatrics (AAP) newsletters. in in

websites and newsletters.

MS Academy of
Family Physicians
(AFP)

MS Chapter of

American College of

List of educational

materials developed

newsletters.

newsletters.




Obstetricians and
Gynecologists
(ACOG)

4. Develop a “Myths versus
Facts” sheet regarding lead
poisoning in general with
some specifics about MS.

MSDH Lead Agency|

Examples of other stateéctual “Myths vs.
“Myths vs. Facts” sheets Facts” sheet develope

Number of sheets

Fact sheet created
dand distributed.

distributed
5. Provide health education | MSDH Lead Agency| PowerPoint Presentation Number of At least one At least one | At least one
and training by physician- educational training conducted training training
presented PowerPoint Supporting Physician to present presentation at clinics| and handouts conducted | conducted
presentation and handouts in Agencies: program medical society provided in each | and and
each public health district. MS Chapter meetings, and annual| public health handouts handouts
American Academy | Handouts meetings of MS AAP, | district. provided in | provided in
Pediatrics (AAP) MS AFP, and MS each public | each public
ACOG health health
MS Academy of district. district.

Family Physicians
(AFP)

MS Chapter of
American College of
Obstetricians and
Gynecologists
(ACOG)

Individual clinics in
the high-risk areas of
the State

Number of providers
attending trainings




Goal 2: Encourage statewide health promotion and educatianerning lead poisoning prevention.
Objective 2: By 2009, expand the pool of trained health edusatdro can deliver lead poisoning prevention edoodt health care
providers, families, organizations that work wiighrrisk families and others in Mississippi’s nipeblic health districts by training
at least three members in each district and MS[RH. st

Activities Responsible Resources Needed | Outcome FYO08 FY09 FY10
Parties Measures
1. Develop a train-the-trainer | MSDH Lead Agency| PowerPoint presentation| Development of Materials
program for other health Handouts materials developed.
professionals who, in turn, will
provide lead poisoning Number of materials
prevention education to key distributed
audiences.
2. Train at least three staff MSDH Lead Agency | Presentation materials Number of staff Train 3 staff Train 3 staff | Train 3
members in each Public Health Physician to present trained per health members members staff
District to serve as lead Supporting Agencies; program district within 3 Public| within 3 members
poisoning prevention trainers | MSDH Public Health Health additional within 3
for health care providers. Districts List and number of Districts. Health additional
other interested parties Districts. Health
invited to participate Districts.
Number of trainings
offered by those
trained
3. Train MSDH staff, includingl MSDH Lead Agency | Educational materials Number of individuals| At least one At least one | At least one
MSCLPPP staff, nurses, social Supporting Agencies| CLPPP expertise educated through this| training is training is training is
workers and the Perinatal High-MSDH Staff effort conducted. conducted. | conducted.

Risk Management staff, and
interested members of the
MSDH Childhood Lead

MSCLPPAC
PHRM (Perinatal
High Risk

Poisoning Advisory Committe¢ Management) staff

as lead poisoning prevention

Social Workers

trainers/educators.

Nurses

List of interested
parties trained




Goal 2: Encourage statewide health promotion and educatanerning lead poisoning prevention.

Objective 3: By 2009, increase the number of individuals readhealigh educational activities conducted for teaagal public and

in high-risk communities by offering at least orkieational program in each of the nine Public HeBistricts.

Activities Responsible | Resources Outcome FY08 FYQ09 FY10
Parties Needed Measures
1. Provide an educational program on leagd MSDH Lead Number of activities | At least one At least one At least one
screening, risk reduction, and lead poisonjnggency conducted each year activity activity activity
prevention to the general public in each of within each health | conducted per | conducted per| conducted
the nine Public Health Districts. district year within year within per year
each health each health within each
Number of district. district. health
individuals attending district.
each activity
2. Provide health educational presentationsVISDH Lead Educational Number of trainings | At least one At least one At least one
trainings, and materials to community — | Agency packets conducted and list of training training training
based partners (community-based organizations trained activity activity activity
organizations, civic clubs, schools, faith- | Supporting per public health conducted per | conducted per| conducted
based, ethnic, and other service groups) | Agencies: district per year year within year within per year
working with targeted populations in each{o€ommunity- each health each health within each
the nine Public Health Districts. based Number of district. district. health
organizations individuals that district.

Faith-based
organizations

Civic

organizations

attend trainings




Primary Prevention Through Risk Reduction Activities

Goal 3: Reduce the exposure of children to lead hazards.

Objective 1: By 2010, decrease exposure to residential leaddlj@siat hazards by training approximately 225 rigptaperty owners
and 75 contractors in lead-safe work practicesp@raging 30% of all realtors to complete visualeasment training, implementing
an outreach campaign to encourage rental prop&meis to conduct visual assessments, and develapsitategy to identify and

publicize mechanisms for financing repairs.

Activities Responsible | Resources Outcome FYO08 FYO09 FY10
Parties Needed Measures
1. Provide training in lead- | Lead Agency: | Publicity for | Number of 25 contractors trained, | 50 contactors | 50 additional
safe work practices to MSDH training contractors tha{ including leaders of the | trained. contractors
contractors, and maintain a | Supporting delivering receive lead- | MS Association of trained.
list of trained persons that is| Partners: MSU| MS DEQ safe work Contractors.
accessible to the public. Extension website practices
Service, training and
Atrium work safety in
(trainer) pre-1978
properties
2. Provide training in lead- | Lead Agency: | Publicity for | Number of 25 rental property owners 100 rental Another 100
safe work practices to rental| MSDH training training trained. property rental
property owners. Supporting deliveries sessions owners trained.| property
Partners: MSU offered by owners
Extension MSU or trained.
Service; Atrium
Atrium
Number of
rental property
owners trained
3. Implement outreach to Lead Agency: | Outreach Number of MS Association of 1/10 of all Another 1/10
encourage all realtors to take MSDH materials on | realtors that Realtors leadership realtors of all realtors
HUD'’s free on-line Lead- Supporting HUD website | complete the | completes training. complete complete
Based Paint Visual Partners: and MS DEQ| visual training. training.
Assessment Training, educateMS website assessment




buyers, sellers, and renters | Association of training
about lead disclosure rule andRealtors
the importance of repairing
lead hazards.
4. Implement outreach to Lead Agency: | Sample press| Number of Outreach materials sent to
encourage rental property | MSDH materials and| materials sent | all property owners at
owners to conduct visual Supporting utility inserts | out by partners| least once.
assessments for deteriorating Partners:
paint and repair the painted | Media
surface safely using lead-safeUltilities, Local
work practices. Agencies
5. Obtain new sources of Lead Agency: | Best practiceg Lead hazard Legislative proposal for | Legislation New
financing lead hazard repair§ MSDH for financing | repair financing tax credit, loans, grants, | enacted. financing
and publicize how property | Supporting mechanisms | is available or other new financing mechanism is
owners can access these partners: mechanism. Lead hazard used by
financing mechanisms. Risk Ability to Number of control grant property
Reduction prepare lead | property Lead hazard control grantawarded. owners.
Committee hazard owners given | application submitted.
and MHC control grant | information Offer financial | Evaluate
Legislative application about financing| Offer topics at annual workshops success base
subcommittee housing conference statewide in upon increase
Contact info related to rental repair | conjunction in use of
for providers financing for property with other rental repair
of loans and owners statewide. MSDH funds by
grants marketing property
Number of homes with | events. developers.

lead hazards addressed.




Goal 3: Reduce the exposure of children to lead hazards.
Objective 2: By 2010, decrease exposure to residential leaddh@asat hazards by revising and enforcing Statelacal housing
policies in approximately 14 municipalities withpadations greater than 5,000.

Activities Responsible | Resources | Outcome FYO08 FY09 FY10
Parties Needed Measures

1. Secure a Governor’'s Lead Agency: | Model Code | Number of Proclamation drafted 1/10 of Another

proclamation encouraging | MSDH Risk municipalities | within first six months municipalities | seven

appointed officials in Reduction that agree to | and signed; Letters sent| (seven) adopt | municipalities

municipalities with workgroup, adopt the out; Technical assistance IPMC. adopt IPMC.

populations greater than 5,00Qegislative IPMC and provided.

to adopt and enforce the committee and enforce its

International Property the Lead prohibitions

Maintenance Code (IPMC), | Advisory against interior

publicize the proclamation by Committee and exterior

sending out letters to seek peeling paint

local officials’ commitment to

adopt the IPMC and offer MSDH

technical assistance to ascertains

jurisdictions that have success of

adopted the IPMC or are enforcing

considering adopting it or IPMC

similar policies.

2. Modify section 89-8-23 (1) Lead Agency: | Codes State officials | MSDH educates governorLegislation Property

of the Residential Landlord | MSDH Risk adopted adopt and and legislative leaders. | introduced and | owners

and Tenant Act to require the Reduction elsewhere enforce enacted to notified and

repair of deteriorated paint in workgroup, changes to the change the inspectors

pre-1978 housing using lead} Legislative Residential Residential trained

safe work practices (unless | committee and Landlord and Landlord and | Revised

paint has been found lead-fre¢he Lead Tenant Act to Tenant Act. tenant-

by a lead-based paint Advisory address lead landlord code

inspection or risk assessmentlCommittee hazards enforced.




Case Management Activities
Goal 4: Ensure 100% of MS children with elevated blood |eals receive appropriate medical, educationatjtional,
developmental, and lead hazard control intervestion
Objective 1: By 2009, provide case management services tdédiren with blood lead levels greater than or éqodOpg/dL (A
case begins at a venous confirmed EBIIO pg/dL).

Activities Responsible | Resources Outcome FY 08 FY 09 FY10
Parties Needed Measures
1. Review and revise Case | MSDH Lead Staffing Initial revised Case Management By June, Case By June, Case
Management Protocol and | Agency case managementrotocols revised and formsManagement | Management
forms. Supporting Health protocol and created by January 1, 2008 protocols and | protocols and
agencies: Education forms forms forms reviewed
Medicaid and | Material implemented by reviewed and | and updated if
local medical January 1, 2008 updated if necessary.
providers CDC necessary.
Guidelines Annual review of
protocol
complete by June
of each Fiscal
Year starting
FY09
2. Review and revise MSDH Lead Staffing Initial revised Environmental case Environmental Environmental
Environmental Case Agency environmental management protocols case case
Management protocols. Materials and | case managementeviewed and revised by | management | management
Supporting equipment for | protocol and January 1, 2008. protocols protocols
Agencies: testing and forms reviewed and | reviewed and
reporting implemented by revised if revised if
MDEQ January 1, 2008 necessary. necessary.
EPA

Annual review of
protocol

complete by June

of each Fiscal
Year starting
FY09




3. Disseminate protocols to

MSDH Lead

Partnerships

Number and type

Disseminate protocols to

Disseminate

Disseminate

healthcare providers, local | Agency with Medicaid | of individuals target groups in each of theprotocols to | protocols to
health departments, Supporting and local that receive the | Nine Health Districts. target groups | target groups in
Medicaid and WIC offices, | agencies: medical protocol in each of the | each of the
Early Intervention and othersMedicaid and | providers to Offer training to local Nine Health | Nine Health
as needed in each of the nindocal medical | disseminate Number of public health departments.| Districts. Districts.
Health Districts. providers information. trainings
conducted
4. Develop and implement arlMSCLPPP Staffing Plan developed | Evaluation plan developed
evaluation plan to assess theSupporting STELLAR in FY08 within first six months.
effectiveness of agencies: data Plan implemented.
implementation. Medicaid and | Evaluation Percentage of
local medical | criteria cases meeting
providers CDCs
recommendations
for case
management ang
environmental
case manageme
time frames
5. Update and disseminate | MSDH Lead Staffing Number of Document updated and
the Childhood Lead Agency documents disseminated within first
Poisoning Prevention distributed. six months.
Guidance document. Supporting
Agencies
Division of
Medicaid




Goal 5: Increase staff and funding for lead poisoning pn¢ie® case management activities.
Objective 2: In 2009, start receiving appropriate funding foviemnmental investigations and personnel needsitiirgartnerships

with Medicaid and other MSDH programs.

Activities Responsible Resources Outcome FY 08 FY 09 FY 10
Parties Needed Measures
1. Collect data to establish Lead Agency: Other states Cost of providing Data collected.
appropriate rate of MSDH practices and services
reimbursement for reimbursement determined.
environmental investigations practices
and case management home
visits. CMS policy and
recommendation
2. Seek Medicaid Number of Medicaid Present data to Finalize
reimbursement for environmental | reimbursement ratg Medicaid. negotiations
environmental investigations investigations for case Begin negotiations and begin
(up to 2 visits) of primary and home visits| management home billing if
residences in 2008 and for up conducted in MS visits and for successful.

to two case management hon
visits in homes of children
with confirmed BLL of

15ug/dL or greater in 2008 ar
thereafter.

for the last FY

Cost of providing
services

Environmental
investigations

Comparison
between Medicaid
reimbursement ang
estimated costs fo

providing services
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APPENDIX A: Lead Advisory Committee Members

Surveillance and Analysis

Chair: Stephanie Ivy MSDH Closing the Gap
Members Dr. Sophia Leggett Jackson State University
Dr .Robert Cox University of MS Medical Center
Elizabeth Lynch ~ MS Division of Medicaid
Teri Snazelle MSDHPublic Health Laboratory
Charles Sledge = MSDH Health Services Data Unit

Primary Prevention Through Health Education

Chair: Michael Hughes  MS Safe Kids
Members Gretchen Mahan  MS Chapter of the American Academy of Pediatrics
Elizabeth Foster MSDH CLPPP Health Educator

Barbara Kidd MS Association of Educators
Frank Yates MS Association of Educators
Kathy Kolar MS Children’s Justice Center
Pam Frazier Rose of Sharon Church

Robert Hamrick ~ MS Department of Human Services
Donna Speed MSDH Nutrition Director

Bobbie Shaffett = MSU Extension Service

Kim Pigott MS Consumer Product Safety Commission
Elvie Guthrie-LewisMSDH WIC District IX

Primary Prevention Through Risk Reduction

Chair: Jason Spencer MS Association of Redevelopment Officials
Members John Spears MS Department of Housing and Urban Development
Keith Maranger = MSDH Environmental Services
Gwen Braddy MS Department of Environmental Quality
Janice Shows MS Association of Realtors

McArthur WashingtdSDH Environmental Services
Deborah Conerly City of Hattiesburg

Rick Eades TAGMA

David Hancock ~ MS Home Corporation

Sister Christine Blaercy Housing and Development

Case Management

Chair: Lori Genous MSDH SIDS/CLPPP
Members Elizabeth Lynch MS Division of Medicaid
Gina McCrory Mallory Community Health Center
Gail Jones MSDH Health Services Nurse District VIII



Glennis Patton MSDH Health Service Nurse District |
Ramona Beardain Delta Health Partners

Evaluation
Chair: Laurie Moore MSDH Asthma Program
Members Dr. Marinelle PaytonJackson State University
Gloria Tatum MS Department of Environmental Quality
Roy Hart Institute for Disability Studies University of Sbetn MS



APPENDIX B: Communities with more than 5,000 indivduals

Table B1. Mississippi communities with a populatgire above 5000 individuals.

Community Population
1 | Waynesboro city 5197
2 | Pontotoc city 5253
3 | Ripley city 5478
4 | Winona city 5482
5 | Leland city 5502
6 | Crystal Springs city 5873
7 | Gulf Hills CDP 5900
8 | Diamondhead CDP 5912
9 | Forest city 5987
10 | Richland city 6027
11| West Hattiesburg CDP 6305
12 | Aberdeen city 6415
13| Pass Christian city 6579
14 | Columbia city 6603
15 | Waveland city 6674
16 | St. Martin CDP 6676
17| Senatobia city 6682
18 | Hernando city 6812
19 | Amory city 6956
20 | Louisville city 7006
21 | Batesville city 7113
22 | Philadelphia city 7303
23 | Kosciusko city 7372
24 | Byram CDP 7386
25 | Petal city 7579
26 | New Albany city 7607
27 | D'lberville city 7608
28 | Holly Springs city 7957
29 | Bay St. Louis city 8209
30 | Booneuville city 8625
31 | Brookhaven city 9861
32 | Picayune city 10535
33| Gautier city 11681
34 | Oxford city 11756
35 | Indianola city 12066

Community Population
36 West Point city 12145
37 Canton city 12911
38| McComb city 13337
39| Cleveland city 13841
40/ Corinth city 140%4
41 Horn Lake city 14099
42| Yazoo City 14550
43 Madison city 14692
44 Grenada city 14879
45/ Moss Point city 158b1
46 Brandon city 16436
47  Ocean Springs city 17225
48 Long Beach city 17820
49| Laurel city 18393
50 Greenwood city 18425
51 Natchez city 18464
52 Ridgeland city 20173
53 Clarksdale city 20645
54| Olive Branch city 21054
55| Starkville city 21869
56| Pearl city 21961
57 Clinton city 23347
58 Columbus city 25944
59 Pascagoula city 26200
60| Vicksburg city 26407
61| Southaven city 28977
62| Tupelo city 34211
63| Meridian city 39968
64 Greenville city 41633
65| Hattiesburg city 44779
66 Biloxi city 50644
67 Gulfport city 71127
68 Jackson city 184256




APPENDIX C: Responsibilities for providing services

Table C1. Roles associated with varying blood leadls.

Public Health Department/Cool
Kids Provider Role

Primary Care Medical Provider
Role

Lead Case Manager/CLPPP Role

Confirmed Blood Lead Levels 10 — 14 ug/dL

Inform family of EBLL.
Provide anticipatory guidance.
Provide hazard and risk
reduction education to family.
Include history of EBLL as a
part of permanent medical
problem list in the child’s
medical record.

Obtain developmental screenin
(i.e.: Denver Il).

Evaluate iron status with
Hct/Hgb testing and provide
appropriate treatment as
indicated.

Repeat BLL testing every three
months, until 2 venous results
10 pg/dL, or 3 results < 15
pg/dL, then annually.

wnh e

IAY

g nutritional counseling.

1. Include history of EBLL as part
of permanent medical problem
list in the child’s medical record.

2. If child is not receiving medical
services through public health
department, proceed as in steps
6.

3. Refer to nutritionist for

1. Inform primary care provider
(PCP) of EBLL results.
Encourage family compliance

with BLL testing schedule.

2.

1-

Confirmed Blood Lead Levels 15 —

19 pg/dL

1. Inform family of EBLL.

2. Provide anticipatory guidance.

3. Provide hazard and risk
reduction education to family.

4. Include history of EBLL as a
part of permanent medical
problem list in the child’s
medical record.

5. Obtain developmental screenin
(i.e.: Denver II).

6. Evaluate iron status with
Hct/Hgb testing and appropriat
treatment as indicated.

7. Repeat BLL testing every three

months until two venous result$

<10 pg/dL, or three <15 pg/dL
then annually. If BLL remains

15 — 19 pg/dL after six months
repeat annually, and case shou
be treated as BLL 20-44 pg/dL

11%

Dy

g nutritional counseling.

1. Include history of EBLL as a par
of permanent medical problem
list in the child’s medical record.

2. If child is not receiving medical
services through public health
department, proceed as in steps
6.

3. Refer to nutritionist for

d

Consult with MSDH clinician
and inform child’s primary care
provider.

Inform primary care provider of
EBLL results.

Within two weeks of receipt of
EBLL results, a home visit by a
qualified individual is conducted
using the appropriate form. A
copy of the assessment form wi
be forwarded to the CLPPP
environmentalist and the child’s
medical provider.

Encourage family compliance
with BLL testing schedule.

For children with persistent
BLLs 15-19 pg/dL or anything
>20 pg/dL, referrals will be
made for environmental
investigation.

If BLL persists at 15 — 19 pg/dL
Lead Case Manager initiates
services specified for children

(8

with BLL 20 —44 pg/dL.




Public Health Department/Cool
Kids Provider Role

Primary Care Medical Provider
Role

Lead Case Manager/CLPPP Role

Confirmed Blood Lead Levels 20 — 44

g/dL

Inform family of EBLL.

Provide anticipatory guidance.
Provide hazard and risk
reduction education to family.
Include history of EBLL as a
part of permanent problem list
in child’s medical record.
Obtain developmental screenin
(i.e.: Denver II).

Evaluate iron status with
Hct/Hgb testing and appropriat
treatment as indicated.

Screen other children in the
household < 6 years old.
Repeat BLL within one to two
month intervals for 6 months
until these three conditions are
met: a) BLL has remained < 15
pa/dL, for at least six months
and b) lead hazards have been
removed or child lives in a lead
safe environment, and ¢) no ne
exposure, then annually.

If BLL remains between 20 — 4
pa/dL, after six months, refer tg
state CLPPP for additional
environmental follow-up.

wnh e

1. Include history of EBLL as a par
of permanent problem list in the
child’'s medical record.

2. If child is not receiving medical
services through public health
department, proceed as in steps
6.

g3. Refer to nutritionist for
nutritional counseling.

11

w

t 1. Consult MSDH clinician and
inform child’s primary care
provider.

Within two weeks of receipt of
EBLL results, home visit by a
qualified individual is conducted
using the appropriate form. A
copy of the assessment form wi
be forwarded to the CLPPP
environmentalist and the child’s
medical provider.

Within one week, a referral will
be made to the State
Environmentalist for an
environmental home
investigation. The State
Environmentalist will
communicate the results of the
investigation to the family.
CLPPP will develop a written
Plan of Care for the family to
include hazard education,
encouragement of compliance,
BLL testing schedule, referrals
for social, developmental,
nutritional, housing remediation
and other services as appropria
Monitor progress toward
achievement of Plan of Care
goals at least quarterly.
Conduct a home visit before cas
closure. Review and close case
when criteria have been met for|
discharge and CLPPP notifies
medical provider and family of
discharge.

1-

te.

bE




Public Health Department/Cool
Kids Provider Role

Primary Care Medical Provider
Role

Lead Case Manager/CLPPP Role

Confirmed Blood Lead Levels 45 — 69 ug/dL

wnh e

Inform family of EBLL.

Provide anticipatory guidance.
Provide hazard and risk
reduction education to family.
Include history of EBLL as a
part of permanent problem list
in the child’s medical record.
Obtain developmental screenin
(i.e.: Denver II).

Evaluate iron status with
Hct/Hgb testing and appropriat
treatment as indicated.

Screen other children in the
household < 6 years old.
Encourage compliance with
BLL testing schedule.

11

1.

2.

Complete medical and history
exam.

Evaluate iron status with
Hct/Hgb testing and
appropriate treatment as
indicated.

Consider referral to a
toxicologist or other physician
in a tertiary care center (for
children) who has experience
with chelating agents.

Repeat BLL within one to two
month intervals for 6 months
until the following criteria are
met: a) BLL has remained
<15 pg/dL for at least six
months and b) lead hazards
have been addressed c)
Annually after (a) and (b) have
been met.

If BLL remains between 20-44
pg/dL after 6 months, refer to
State CLPPP for additional
follow-up.

1.

Consult MSDH clinician and
inform child’s primary care
provider of EBLL.

Immediately refer to primary
care provider for complete
medical history, physical exam,
developmental screening.
Within 48 hours of receipt of
EBLL results, home visit by a
qualified individual is conducted
using the appropriate form. A
copy of the assessment form wi
be forwarded to the CLPPP
environmentalist and the child’s
primary care medical provider.
Refer to Early Intervention
Program for developmental
evaluations.

Results of all home assessment
and evaluations will be
forwarded to the primary care
provider.

Within 48 hours, environmental
investigation will be completed
and the State Environmentalist
will be responsible for
communicating the results to thg
family and providing a copy of
the report to the child’s primary
care provider.

CLPPP will develop a written
plan of care for the family
including hazard education,
encouragement of compliance
with BLL testing schedule,
referrals for social,
developmental, nutritional,
housing remediation, and other
services as appropriate.
Monitor progress toward
achievement of Plan of Care
quarterly.

Conduct a home visit before cas
closure. Review and close case
when criteria for discharge have
been met. Notify PCP and famil
of discharge.

D

e




Public Health Department/Cool
Kids Provider Role

Primary Care Medical Provider

Role

Lead Case Manager/CLPPP Role

Confirmed Blood Lead Levels %0 pg/dL

1.

Refer to a toxicologist or
other physician in a

tertiary care center (for |2.

children ) who has

experience in chelating |3.

agents.

If chelation is involved,
notify CLPPP
immediately.

Repeat BLL within one to
two month intervals for si
moths until the following

criteria are met: a) BLL |4.

has remained < 15 pg/dL
for at least six months and

b) lead hazards have beelb.
addressed c) annually afte
(a) and (b) have been met.

If BLL remains between
20-44 pg/dL after six
months, refer to State
CLPPP for additional
environmental follow-up.
Evaluate iron status with
Hct/Hgb testing and
appropriate treatment as
indicated.

1.

=

6.

Medical Emergency — Consult
with MSDH Clinician.

Notify Child’'s primary care
provider immediately.

Within 24 hours of receipt of
EBLL results, home visit by a
qualified individual is conducted
using the appropriate form. A
copy of the assessment form wi
be forwarded to the CLPPP
environmentalist and the child’s
medical provider.

Refer to Early Intervention
Program for developmental
evaluations.

Results of all home assessment
and evaluations will be
forwarded to the primary care
provider.

Within 48 hours, environmental
investigation will be completed
and the State Environmentalist
will be responsible for
communicating the results to thg
family and providing a copy of
the report to the child’s primary
care provider.

CLPPP will develop a written
plan of care for the family
including hazard education,
encouragement of compliance
with BLL testing schedule,
referrals for social,
developmental, nutritional,
housing remediation, and other
services as appropriate.
Monitor progress toward
achievement of Plan of Care
quarterly.

Conduct a home visit before cas
closure. Review and close case
when criteria for discharge have
been met. Notify PCP and famil
of discharge.

bE




APPENDIX D: Criteria for chart audits by EPSDT

Evaluation: The current criteria for chart audits by EPSDT are included belowA
yearly review of 10% of the child health recordgaa& 100% compliance as shown by
documentation on appropriate forms.

1.

9.

10.The local health department nurse shall refer ofidvhose blood lead levels are

The local health department nurse/clinician shialtuss with the child’s care giver
lead poisoning interventions and assess the chikkdor exposure at each EPSDT
visit beginning at six months to six years of age.

The local health department nurse shall collecbdbliead specimens routinely at agq
12 and 24 months.

The local health department nurse shall collecbdblead specimens at any time
between ages six and 72 months if risk assessmeichtes possible exposure.

The local health department nurse shall collecbdhlead specimens annually (ages
six to 72 months) for children with risk factorsddolood lead levels less than
10pg/dL.

The local health department nurse shall followht&DH Child Health Manual
guidelines for retesting and follow-up.

The local health department nurse shall repeatapilary blood lead samples
greater than 10pg/dL with a venous confirmation.

The local health department nurse shall provideljalead education for any child
whose lead level is ten or greater, as well asescogher children in the household
under six years of age.

The local health department nurse/social workell sbaduct a home visit for
noncompliant patients with persistent blood leagtle of 15-19ug/dL and complete
the Lead Screening Follow-up Visit Form.

The local health department nurse/social workell séf@r children with lead levels
greater than 20 pg/dL or persistent 15-19 pg/dlafoenvironmental investigation.

greater than 10pg/dL to a nutritionist for nutnité counseling and check

$S

Hematocrit/Hemoglobin.




APPENDIX E: Outcomes, Indicators, and Data Sources

Short-Term Short-Term Long-Term Long-Term
Outcomes Indicators Data Sources Outcomes Indicators Data Sources
High risk # and list of counties with | Census data, DEQ | Enhanced support | # of legislators supporting | List of legislative
geographic more than 25% of and EPA data for creating/ new/ updated legislation measures
areas and available housing built modifying addressing lead poisoning/ | submitted
populations pre-1950 necessary lead hazards
identified during | # and list of counties with legislation # and copies of new/
Year 1 more than 25% of updated laws passed

population living below related to lead poisoning/

poverty level lead hazards

# and list of industrial

lead sources by county
Partners # of partners reporting Meeting minutes, Increased number | # of eligible children CLPPP
implement activities to the CLPPP's | Update reports of eligible children | screened surveillance data
specific Lead Elimination Activity | from partners screened

activities within
Lead Elimination
Plan

Database

Improved # and list of updated CLPPP educational | Increased number | # of children with EBLLs CLPPP
education educational materials and | materials and of children with receiving referral and surveillance data
materials and training resources training resource elevated blood follow-up
training # and list of new list lead levels
resources educational materials and (EBLLS) receiving
available training resources referral and
developed follow-up
Increased # and list of community Update reports Increased number | # of families educated Update reports
number of outreach efforts reported | from partners and of families about lead poisoning from Public
community to the CLPPP's Lead sub grantees educated about # of families conducting Health District
outreach efforts | Elimination Activity lead poisoning risk reduction activities staff, partners,
Database and conducting and sub
risk reduction grantees
activities
Increased # and list of all providers Medicaid provider Decreased # of children who are lead | CLPPP
number of testing for lead poisoning | list number of poisoned surveillance data

providers testing
for lead
poisoning

children who are
lead poisoned




Short-Term Short-Term Long-Term Long-Term

Outcomes Indicators Data Sources Outcomes Indicators Data Sources
Increased # and copies of new/ List and updates Eliminate lead # of children six years of CLPPP

number of public | updated public policies from related poisoning in age and younger who are | surveillance data
and # and copies of new/ organizations and children six years | lead poisoned

organizational updated organizational public entities of age and

policies
addressing lead
poisoning/ lead
hazards

policies

younger by 2010




